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PRELIMINARY REPORT OF A CASE OF CiESAREAN 

SECTION, SUCCESSFUL FOR MOTHER 

AND CHILD.* 

By Joseph B. De Lee, M. D., . 

Lecturer on Operative Obstetrics, Northwestern University Medical School ; Obstetrician to 
Mercy Hospital and to the Chicago Lying-in Hospital Dispensary. 

Mrs. F. was referred to me by Dr. P. T. Bums. She was born 
in Indiana, and was called a "weakly child" in her first years. 
Learned to walk in her fourth year, and for a long time had " weak 
ankles," so that she had to wear braces. There has always been 
something the matter with the right side of her body, and she has 
noticed that the right hip and shoulder have been lower than the 
left There is an indefinite history of some injury to the pelvis 
when patient was a child. This needs futher investigation. Men- 
struation began at seventeen years, was regular and normal; she 
married at twenty, and is now over twenty-one years of age. The 
period of September i8, 1895, was normal in all respects. That of 
October was five days late, was small in amount, and the flow lasted 
only two days. The patient had believed herself pregnant in Octo- 
ber, and this was the last " show." 

Quickening was not noted, but the patient says it was about 

* Read by invitation. For Discussion, see page 14. 
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February 22, 1896. Reckoning according to the usual rule, con- 
finement was to be expected August ist, and it is probable that the 
patient became pregnant very shortly before the menstruation of 
October 23d. 

Labor began August i, 1896, at 2 p. m., the pains being few, the 
intervals long. At midnight they became stronger, and ten minutes 
apart. Dr. Burns, the family's physician, was sent for. The head 
was freely movable above the inlet, and the doctor diagnosed a 
highly contracted pelvis. During the night the pains continued 
strong; in the morning the patient got some rest. At 2 p. m. the con- 
ditions were the same as they were during the night, and at five, the 
pains growing stronger, but no advance in the labor being percepti- 
ble, Dr. Burns invited me to see the case. Examination: Small 
(five feet and three quarter inches), delicately built woman. The 
narrowness of the hips was especially striking. Slight scoliosis in 
the lumbar region, convexity to the right. 

Pelvic measurements: Crests, 23; spines, 21.3; bitrochanteric, 
26; circumference, 79; Baudelocque, 18; conjugata diagonalis, 10; 
C. v., estimated 8 centimetres. 

Sacrum felt from the inside is straight, but lower third projects 
sharply into the pelvis almost at right angles to the body of the 
bone. Pelvis is small, sides within easy reach of the finger; linea 
innominata can be felt all the way round, and there seems to be 
some asymmetry of the inlet; the right side is flatter than the left. 
The symphysis pubis is high, is displaced to the right side, and pre- 
sents somewhat of a beak, which can be grasped by the fingers 
on either side, and is similar to that observed in osteomalacic pelves. 
The horizontal ramus of the pubis on the right side runs straight 
backward; that on the left describes the usual curve. The vulva is 
displaced fully an inch to the left of the median line, and looks for- 
ward and upward more than normal. 

The crest of the ilium of the right side is straight; on the left 
the normal curve is retained. 

The foetus lay occipito dextra posterior; heart tones above and 
to right of the navel 140 per minute, loud and strong. The head 
was distinctly visible and palpable as a tumor above the pubis, and, 
when pressed down upon the inlet, the head projected fully half an 
inch anterior to the symphysis. It was thus easy to put one branch 
of the pelvimeter on the head directly, and get the intra-uterine 
length of the foetus. This was twenty-six centimetres and a half. 
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and, according to Ahlfeld, the real length of the foetus was estimated 
at fifty-three centimetres. The oblique diameter of the foetal head 
was also very easy to take, measuring eleven centimetres and a half. 
These results were obtained so easily and so uniformly when re- 
peated that I felt justified in using them for the diagnosis. 

The cervix was effaced, the os admitting two fingers, head ballot- 
ting on the finger. Bag of waters intact. 

Diagnosis, — A pelvis contracted in all its diameters. The inlet 
asymmetrically deformed, and of an obliquely oval, possibly some- 
what triangular shape. Signs of rickets. I first thought the pelvis 
came under the class of generally irregularly contracted rachitic 
pelves, but, since the operation, the idea of a Naegele pelvis — as the 
French say, " oblique ovulaire " — has come up. I hope to settle this 
by another examination. 

The true conjugate was eight centimetres, but the available 
conjugate, owing to the irregular contraction, had to be estimated at 
something less than this. The child was at term (full) and larger than 
normal in size. It was evident that the spacial disproportion was so 
great that a fiving child could not be brought through the inlet 
by ordinary means. Had there been any room at the sides of the 
pelvis, prophylactic version and extraction might have succeeded 
in delivering a living child. This operation does not give good 
results in generally contracted pelves. There were three courses 
of treatment open to us: 

1. Expectancy, a trial of forceps and craniotomy on the living 
child as a last resort. 

2. Symphysiotomy. 

3. Caesarean section from the relative indication. 

The pelvic deformity, the size of the child's head, decided the 
first. Expectancy meant craniotomy, and craniotomy should not 
be done on the living child if the conditions are favorable for 
Caesarean section. 

Symphysiotomy did not offer any better chances than Caesarean 
section. A tight vagina and vulva, a necessary great spreading of 
the bones, especially as in this case the pelvis was obliquely con- 
tracted, the integrity of the sacro-iliac joints came seriously into 
question, the after-effects of such a severe disrupture of the whole 
osseous system, which I believe occur more often than are pub- 
lished, must make one cautious in selecting this as a primary opera- 
tion. 
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It was therefore decided to propose Caesarean section; in the 
event of her refusal, expectancy, forceps, craniotomy. 

The points were put before the patient and her husband unvar- 
nished, and the operation guaranteeing the Ufe of the child accepted. 

The patient was removed to Wesley Hospital, and arrived there 
at 11.30 p. M. Everything that was to come in contact with the pa- 
tient was boiled one and a half hour, even though it had been steril- 
ized before, and there were only two pairs of hands in the* work — 
my assistant's. Dr. F. X. Walls, and my own. 

Dr. I. A. Abt was to undertake the resuscitation of the child ; Dr. 
Zimmerman, interne, gave the anaesthetic (chloroform). 

Dr. Burns, Dr. Van Hook, Dr. Byrne, and Dr. Van Velsor were 
present. 

The classical Caesarean section was done, it being neither indi- 
cated nor desired to do a Porro operation. The vagina was thor- 
oughly douched with one-per-cent. lysol solution, the abdomen 
prepared as usual for laparotomy, and an incision made in the linea 
alba involving the two middle quarters of a line drawn from the 
fundus uteri to the pubis. 

The uterus was drawn out of the abdomen by the left horn, a 
large sponge (gauze) placed beneath it, and Dr. Walls compressed 
the lower uterine segment with both hands. 

The uterine incision was begun in the middle of the anterior sur- 
face of the fundus, and bled so profusely as to lead to the suspicion 
that the placenta was situated there, so an elastic ligature was 
placed around the cervix. The incision in the uterus, which, how- 
ever, did not touch the placenta, was enlarged with scissors to four 
inches, and the child quickly extracted on one foot. It was apnoeic, 
not asphyxiated, and came around easily. 

The uterus contracted tardily. The placenta, which was partly 
separated, was peeled off, and membranes removed complete by 
gentle traction. The haemorrhage was quite profuse, coming from 
the placental site as well as the wound, so the uterus was freely 
mopped with hot sponges, and gently slapped with a hot wet towel. 

Sutures were now placed — deep muscular sutures of No. 8 silk — 
down to the decidua, of which twelve were put in, and over this a 
Lembert suture of fine silk, continuous, and interrupted every inch. 

Haemorrhage now ceased completely; the peritoneal toilette 
was made, there being very little fluid in Douglas' cul-de-sac and the 
utero-vesical pouch. 
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The abdominal wound was closed in two layers — one, using silk, 
involving peritonaeum fat and the fascia; the upper, of silkworm 
gut, taking in the skin, the subcutaneous fat, and in part the fascia. 
The first was in part continuous, the latter interrupted. Iodoform 
and sterilized gauze dressing. The patient was now catheterized 
and put to bed in good condition, pulse io8. 

The subsequent course of the case was uneventful. Eighteen 
hours after the operation temperature reached loo** F., but after 
this the highest was 99.8. The pulse was 108 after the operation, 
but decreased gradually, till on the twelfth day it was 46 per minute. 
The diet was as usual after laparotomy. It was difficult to get the 
bowels moving, but flatus passed freely; so there was no uneasiness 
in this direction. The stitches were removed on the eleventh day, 
primary union throughout. There was considerable odor to the 
lochia in the second week, for which a little iodoform emulsion was 
injected into the vagina. This had no effect, and, since the patient 
had no other symptom, the condition was treated no further. 

The baby — a girl — at birth weighed seven pounds and a half, 
and presented the following measurements: Length, 53.5 centi- 
metres; biparietal diameter, 10.2; bitemporal, 9; suboccipito-breg- 
matic, 9.8; occipito-frontal, 12; oblique, 11 ; occipito-mental, 13.4; 
bisacromial, 11; bisiliac, 9.5. Circumferences of head: occipito- 
frontal, 35; suboccipito-bregmatic, 33.25 centimetres. The head 
was hard, the sutures and fontanelles almost closed — a head that 
would have conformed with difficulty even to a normal pelvis. 

These measurements agree remarkably with those taken while 
the child was in utero. The length of the foetus had been estimated 
at 53 centimetres, and the diameter of the head at 11.5 centimetres. 
There existed a difference of only half a centimetre in each. 

The child was put to the breast immediately, and, with the ex- 
ception of a little fever and diarrhoea the first few days, grew visibly, 
gaining almost a pound a week. 

The mother and child left the hospital on the twenty-fourth day, 
both in excellent condition. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, September 25, 1896. 

The President, E. C. Dudley, M. D., in the Chair. 

Ectopic Pregnaficy. 

Dr. Carl Wagner (by invitation): About nine o'clock this 
morning I was called in haste to see a patient who was suffering 
very great pain. On arriving at the house, I learned that the pa- 
tient had been taken with severe pain at 8.30, immediately after 
intercourse; she also vomited. I at first thought the trouble to be 
appendicitis, but, on examination, could find nothing abnormal in 
the region of the appendix. History of four months pregnancy 
which she gave suggested the possibility of extra-uterine pregnancy. 
The pulse became rapid in thirty-five minutes, and a diagnosis of 
rupture of extra-uterine pregnancy was made. Dr. Reynolds was 
called in consultation, and coincided with my diagnosis. The pa- 
tient was removed at once to St. Joseph's Hospital, which w^as near 
her home. The preparations at the hospital were made very quickly 
and the patient operated upon. Before the anaesthetic was given 
about a quart of salt solution was injected subcutaneously. The 
entire operation took about twenty minutes, but before the last 
stitch was tied the patient went into collapse and died. 

Dr. G. W. Reynolds: Dr. Wagner has given a very clear his- 
tory of the case, and I do not know that there is anything I can 
add to it except to congratulate him upon his quick and accurate 
diagnosis. He saw the case in the morning about nine, and I saw 
her in consultation at ten. It required but one glance at the patient 
to confirm his diagnosis. She was at that time almost exsangui- 
nated, almost pulseless, and it w^as a question whether to give her 
the benefit of an operation or allow her to die without. We con- 
cluded to give the patient the benefit of the doubt, and, as she was 
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in close proximity to St. Joseph's Hospital, I advised that she be 
taken there immediately, and in the meantime preparations were 
made for a laparotomy. Before taking her from the house every- 
thing possible was done to prevent the immediate effects of haem- 
orrhage — ^the legs were bandaged, the lower extremities elevated, 
and a hypodermic injection of strychnine was given. As soon 
as she arrived at the hospital a physiological solution of salt was 
administered subcutaneously. Very little anaesthetic was required. 
A median incision was made, the tube was tightly grasped and tied, 
and the foetus removed. The operation did not take over twenty 
minutes from the time the patient reached the operating room, but 
unfortunately she died. 

This case brings before the Society the question whether to 
operate in such cases. Very likely there are gentlem.en present who 
have had experience in operating upon cases that were almost exsan- 
guinated, as this patient was. There was a possible chance of sav- 
ing her life, and whether it was advisable to take that step or to let 
her die without the possible benefit of an immediate operation was 
thoroughly discussed and deliberated upon before operating. I 
hope the question will be thoroughly discussed, and I should like 
to hear from the gentlemen who have had a greater experience with 
ectopic gestations and ruptured tubes. 

Dr. J. H. Etheridge: I do not see what else the gentlemen 
could have done under the circumstances, so I think there is noth- 
ing to discuss on that point. I would like to ask the doctor how 
he bandaged the extremities, and what amount of blood he found 
in the abdominal cavity. In such cases, where there is evidence of a 
terrific haemorrhage going on,' why would it not be possible to pro- 
duce compression of the abdominal aorta low down? I am in the 
habit of teaching students in cases of post-partum haemorrhage to 
slip the hand up the abdomen and press the aorta against the back 
bone, and that will sometimes stop the haemorrhage. These are 
the tragical cases of gynaecology. I think if Dr. Reynolds had it 
to do again he would make an immediate operation right in the 
house, no matter how miserable the surroundings, and get at the 
broad ligament. I see nothing to criticise but everything to com- 
mend in the management of this case. 

Dr. J. T. BiNKLEY, Jr.: Is there not some one present who can 
decide the question of transfusion in cases like the one reported? 
Is it not a questionable procedure under such circumstances? I have 
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no criticism to make of the treatment pursued in this case, but it 
seems to me that by filling the heart it is stimulated, and causes 
renewed haemorrhage where there might be a cessation of the 
haemorrhage from low blood pressure or clots. In cases that are 
nearly exsanguinated it takes but the slightest amount of anaesthe- 
sia, and it takes but a moment to go into the abdomen and catch 
the bleeding point with forceps. 

Dr. E. C. Dudley: I have in mind two cases, both seen in con- 
sultation with Dr. Bacon, of Englewood, in which a diagnosis of 
extra-uterine pregnancy with ruptured tube was made, and in which 
the patient was so weak from loss of blood that no operation was 
done. All preparations were made for operation in each case in 
hope that a little rally would enable us to operate. But the rally 
came so gradually that before we really considered the question 
of operating in either case the patient was considerably better, and, 
to make a long story short, both patients recovered without opera- 
tion. Experience of this sort illustrates the fact that the hopeless 
condition is often rather apparent than real. I have no disposition 
to call in question the general rule of operating as soon as possible 
in extra-uterine pregnancy. These two cases are not cited as a 
criticism of the course pursued by the essayist. They are only in- 
tended to show that recovery without operation may occur when 
the condition is so grave as to put operative measures out of the 
question. 

In former times haemorrhage from an extra-uterine pregnancy 
was called pelvic haematocele. The old records are full of terrible 
cases with recovery without operation. No one thought of operat- 
ing then, at least not until the formation of pus changed the diag- 
nosis to pelvic abscess. I well remember a case of this kind which 
occurred about a year ago in St. Luke's Hospital. There was over- 
whelming haemorrhage from rupture of the pregnant tube. The 
collapse was as marked as it would be in Asiatic cholera. It is not 
conceivable that the patient could have sustained an operation at 
this time, and yet she slowly recovered. I afterward opened the 
abdomen and removed a suppurating tube, together with some clots 
of old grumous blood. The tube upon removal showed evidence 
of a former rupture, due to extra-uterine pregnancy. It is a vexed 
question in surgery to know when to operate in these cases and 
when to wait. If the patient is bordering on collapse, one may wait 
with considerable hope that recovery may take place without opera- 
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tion. If so many extreme cases once recovered when the disease 
was called pelvic haematocele, why should they die now when the 
name has been changed to extra-uterine pregnancy with ruptured 
sac? 

Dr. J. H. Etheridge: I was never more impressed with the 
value of human blood in saving life than in a case where I had a 
ligature slip off. It was an ovariotomy. I reopened as soon as 
possible and got out two pints of blood. It seems an incredibly 
small amount to kill a woman, but she died. I have seen half a 
dozen cases in which patients have died from haemorrhage. There 
is a certain point beyond which the loss of blood does not permit 
a person to recover. What that line is or where it is I do not know; 
whether it is the disproportion of the blood between the tissues 
and that in the vascular system, I can not say. When patients die 
from haemorrhage, I suppose they die because of anaemia of the 
cardiac center in the medulla; there is not enough blood there to 
keep the blood center going. I am at a loss how to express myself 
so as to lead any one to know when the patient has crossed the line 
from which she never comes back in a case of haemorrhage. I know 
that patients die from haemorrhage after they have had intracellular 
injections of saline fluids; I know that after we use all sorts of 
stimulants — cardiac stimulants, nerve stimulants, strychnine, digi- 
talis, and things of that kind — they die without losing any more 
blood. 

Dr. M. L. Harris: The point Dr. Etheridge mentions I think 
has been realized a good many times by all surgeons. The doctor 
has probably seen cases, as I have, in which there would appear to 
be no doubt as to the benefit of saline injections. We know experi- 
mentally that we can reduce the quantity of blood in an animal to 
the point the doctor speaks of and it dies. We know, too, after 
they reach this point, if we supply a fluid to the vessels and heart, 
these animals recover. Patients may reach the exsanguinated 
stage, and, if we supply a certain amount of fluid, they get well. 
Of course, this is difficult to demonstrate in any particular case. 
I think one point which is probably not sufficiently appreciated is 
the injection of a sufficient quantity of fluid. The amount of blood 
lost to the fluid injected is too great. I have been recently in the 
habit of injecting larger quantities, and I feel certain that in a case 
recently operated upon the patient's life was saved by the large 
amount of fluid that was injected. Transfusion was made of a salt 



lo The Chicago Gyncuological Society. 

solution three or four times, and, while I feel sure this patient had 
crossed the line Dr. Etheridge spoke of, still she recovered. An- 
other point in connection with these cases is the removal of the 
blood from the peritoneal cavity. Dr. Reynolds did not say whether 
he removed it or not, and the patient died so quickly it would not 
play any part in this case; but I think the blood, either the clots or 
liquid, should not be removed from the peritoneal cavity. It is 
equivalent to so much transfusion, and, if no infection takes place, 
the patient recovers more quickly, and the blood is reutilized by 
the system by being left in the peritoneal cavity. That is a point 
which has been demonstrated experimentally. I have seen a patient 
with ruptured tubal pregnancy operated where the peritoneal cavity 
was filled with blood and the patient almost moribund — pulseless. 
The tube was quickly grasped and ligated, requiring scarcely five 
minutes to do, all the blood left in the abdomen, and the patient 
recovered. So I think the blood should not be removed from the 
peritoneal cavity in these cases. I had a case about a year and a 
half ago of secondary haemorrhage following operation in the abdo- 
men, in which this procedure was adopted. This patient was like- 
wise almost pulseless at the time; the abdomen was quickly re- 
opened, the bleeding points secured, and the blood left. The pa- 
tient recovered. 

As to the time for transfusion, I think it is useless to transfuse 
as long as the bleeding point is still unsecured; we are simply put- 
ting more fluid into circulation to aid the heart to pump out what 
little blood is left. The first thing should be to secure the bleeding 
point, and then transfuse. The cases Dr. Dudley spoke of that 
recovered without operation should be considered exceptions, and 
not the rule. That a patient is more likely to recover by being 
left alone wdth a bleeding point than to recover after the bleeding 
point is secured does not seem rational. We have to take into con- 
sideration here the shock attending operation, and the anaesthetic, 
and we know that amounts to considerable. When a patient in such 
a condition will stand the additional shock and when not is a point 
to be determined entirely by judgment. Like Dr. Etheridge, I 
am unable to express the condition of the patient when we should 
operate and when not, but I do not think there is any doubt of the 
general principle that these patients should all be operated. 

Dr. Etheridge: I would like to ask how long it was from the 



The Chicago Gyncuological Society, ii 



time the doctor first saw the case, at 8.30, until the operation was 
completed? 

Dr. Wagner: About three hours. 

Dr. Etheridge: The reason I asked was this: Dr. Dudley 
speaks of its being several hours in his cases from the time of rup- 
ture until operation was abandoned. I think there is a difference 
between these two cases. Dr. Wagner reports this as one of those 
very severe haemorrhages in which there was no possibility, it 
seems to me, of saving the patient. Of course there are haemor- 
rhages and haemorrhages; we all know that whenever the artery 
that is giving rise to the haemorrhage begins to contract the safest 
thing to do is to let the patient alone and not to transfuse, and, as 
Dr. Harris says, encourage the heart to pump out what blood is 
left; so I think there is a difference between Dr. Dudley's cases 
and these cases. 

Dr. G. W. Reynolds: I advised Dr. Wagner to operate in this 
case because I made a vaginal examination and there was no swell- 
ing (no tumor) present. If the rupture had taken place between 
the folds of the broad ligament extraperitoneally, there would have 
been a swelling in the pelvis. I knew from the condition of the 
patient that there was an extreme haemorrhage. In reply to the 
question of Dr. Etheridge as to the method of bandaging, the legs 
were simply elevated and bandaged. While there was a possibility 
of this patient rallying, I am satisfied that she would have bled to 
death in a very short time if no operation was performed. She was 
in close proximity to the hospital, where everything was aseptic, 
and it required only about ten minutes to take her there and place 
her on the operating table. It would have been very well to open 
the abdomen in the house if we were prepared for it, but it would 
take us one hour to prepare the patient and get the instruments in 
readiness for the operation. For that reason I advised that she 
be taken to St. Joseph's Hospital immediately, and, in order to 
fortify her for the immediate effects of the operation, I advised a 
hypodermic injection of strychnine, and no other stimulants were 
administered until the tube was grasped and tied. Then I advised 
the rectal injection of whisky (two ounces with six ounces of warm 
water), and all the heart stimulants in the category of medicine for 
use in such cases were administered. I knew that the patient would 
certainly die within a few hours or so if something was not done, 
and, if we had allowed the patient to die without giving her the 
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benefit of an operation, I should have always censured myself. 
The patient was given a physiological saline solution (she must have 
received a quart) in the subclavicular region. I did not advise open- 
ing a vein in order to give the transfusion because I thought it was 
unnecessary; I was satisfied we had done all that was possible. 

We did not remove the blood which filled the abdominal cavity, 
but simply tied off the tube and removed the foetus; we merely 
wiped away such clots of blood as forced themselves out; there was 
no effort upon our part to clean out the abdominal cavity; we did 
not want to lose any time. Of course, as Dr. Harris says, there will 
be absorption; it is the same as filling the abdominal cavity with 
warm water, which prevents shock. By removing the blood I be- 
Heve you chill the intestines, and that is where siu*gical shock 
occurs. We should expose the intestines as little as possible; it 
was my object not to chill them, because the patient was then suf- 
fering from shock, not surgical shock, but from the ruptured tube 
and the haemorrhage. 

Dr. J. A. Lyons: I have not the least doubt but that almost any 
one of us would have acted as these gentlemen did under the same 
circumstances. As we look at the case now, I am inclined to think 
perhaps most of us would have gone still further and operated 
without taking the patient to the hospital and without transfusion, 
previous to opening the abdomen, but at the close of the operation. 
The doctor says he would not have dared to do this without being 
perfectly aseptic. That is right, as a rule, but there are times when 
we have to stop the haemorrhage as soon as possible, and I have 
heard Dr. Etheride say in this Society, " Cut down, get your bleed- 
ing point, tie it off, do it in a minute or two, and the danger may 
be averted." The worst case of this kind I ever saw was operated 
upon in a room black with soot. We dared not wait, so we put her 
on the table in the kitchen, which was the only place warm enough 
to operate in, and the patient made a good recovery. We boiled 
our instruments, made our hands clean, put on clean sheets, and 
operated as quickly as possible. I think in less than a half hour 
from the time we got there the operation was finished. I should 
say in this case the hospital was a little too close; had it been far- 
ther away, they probably would not have taken the patient there. 
Still, I think under the circumstances most of us would have done 
the same thing. 

Dr. Etheridge: I may be mistaken, but there is one thing I 
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would criticise in the doctor's procedure, and that is bandaging the 
legs; it would have been better if he had kept the blood out of the 
trunk, because as long as the blood can go through an artery it 
will not stop. Bandaging the legs from the feel upward would force 
it up, and the volume would be increased. I think there is only one 
opinion to be expressed — that is, the highest commendation for the 
operation. If he had done anything else it would have been almost 
criminal. 

Dr. Carl Wagner (in closing) : I will only say that we left the 
blood in the abdomen from the same point of view as Dr. Harris 
has suggested. In regard to operating in spite of the patient being 
almost pulseless, I operated three years ago on a case of extra- 
uterine pregnancy that had been pulseless for about half an hour, 
and I operated in a kitchen, but the patient got along nicely and 
is well to-day. I found at that time, however, that operating in the 
house is sometimes accompanied by too many annoying complica- 
tions, as the surgeon who assisted me fainted, the nurse also fainted, 
and we had almost as much work with the doctor and the nurse as 
with the patient. 

Ectopic Pregnancy, 

Dr. Karl F. M. Sandberg: The patient from whom this speci- 
men was removed was twenty-eight years old, well nourished; had 
been married seven years; she had one child six years ago, and had 
not been pregnant since. She menstruated on the 19th of June, 
missed her period in July, and on the last day of July was taken with 
a sudden pain in the left inguinal region, with a feeling of weakness 
in the limbs, and went to bed. She did not call a physician at the 
time. She stayed in bed two or three days, got up again, and was 
up two or three days; then had to go to bed again, and stayed 
there ten or twelve days. She then got up feeling pretty well. 
While in bed the second time she flowed a few days, and, after stop- 
ping for a while, it commenced again, the flow being light-colored 
blood, which gradually grew darker; it continued for three weeks. 
Two physicians were called in, a diagnosis of extra-uterine preg- 
nancy was made, and operation advised. 

On examination, a tumor was found in the upper part of the 
left broad ligament about the size and shape of a goose tgg, some-, 
what movable, not very tender; uterus somewhat large; the diag- 
nosis was confirmed. There was still some doubt whether it was 
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a tubal pregnancy without rupture or whether rupture had taken 
place at the time the symptoms indicated. The result of the ex- 
amination tended to the belief that no rupture had taken place. 
Apparently the location of the pregnancy was in the tube; the 
broad ligament was seemingly free. The abdomen was opened, 
and immediately arterial blood escaped from the cavity. On intro- 
ducing the fingers the omentum was felt adherent to the inlet of 
the pelvis anteriorly. This, as well as some adherent loops of the 
small intestine, was loosened and an oval mass found. This was 
easily shelled out, and proved to be a firm blood coagulum. The 
broad ligament was then isolated and ligated close to the uterus 
and at the infundibulo pelvic ligament. The fruit sac was found 
in the same, having pushed the anterior blade forward and upward. 
The soft and shreddy top part of the sac was removed. After removal 
of the tube and ovary a spurting artery required an additional liga- 
ture. Gauze packing and drainage. It appears from the specimen 
that rupture into the folds of the broad ligament has taken place 
with bleeding on two different occasions: one is shown by the 
central dark part, and another later one is shown by the light- 
colored peripheral layer of the coagulum. The tube is small, and 
shows the inner one third dilated and forming part of the wall of 
the fruit sac. I wish to call attention to the difficulty of ascertaining 
whether there was a haematoma of the broad ligament or an unrup- 
tured tubal pregnancy, and to the fact that apparently rupture took 
place while the patient was being chloroformed, which shows that 
these extra-uterine pregnancies rupturing into the broad ligament 
are possibly not so safe to leave alone as it has been claimed. 

A Case of Cesarean Section, Successful for Mother and Child. 
By Joseph B. De Lee, M. D. 

(See page i.) 

Discussion. 

Dr. C. S. Bacon: There is nothing but favorable criticism to 
be made of the report of the case except the lack of data for a more 
accurate determination of the character of the pelvis. There is con- 
siderable difference of opinion as to the value of measurements, but 
their aid should not be entirely overlooked in a case of obliquely 
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contracted pelvis. Among the measurements recommended by 
Naegele those of the distances between the posterior spines and the 
anterior spines of the opposite side, as well as the distances between 
the ischial tuberosities and the opposite posterior iliac spines, are 
the most important. The description that was given seems to point 
toward a Naegele pelvis. If it is a Naegele pelvis, it is interesting 
on account of the aetiology. A rhachitic condition has no influence 
in the production of a Naegele pelvis, and the question of inflamma- 
tion of the sacro-iliac joint as a possible result of the fall comes into 
consideration. If it was a Naegele pelvis, with ankyldsis of the 
sacro-iliac joint, then the question of symphyseotomy is entirely 
ruled out. Mobility of both sacro-iliac joints is a necessary condi- 
tion of this operation. Consequently the choice of operation was 
such as every one must agree to. There being no infection, there 
is no question as to which operation should be done — the Porro 
or the conservative section. There are perhaps two points that 
might be discussed relative to the operation. One is removing the 
uterus from the abdominal cavity before emptying it. The con- 
tents of the uterus were not infected at all, and hence the removal 
of the uterus from the abdominal cavity was not indicated. When 
we have reason to fear that the contents of the uterus are infected 
then it should always be removed, sa as to prevent, if possible, any 
of the contents getting into the abdominal cavity; but here it would 
seem possible to have opened the uterus and removed the child 
without taking the uterus out, and it would have made a somewhat 
easier operation. It is a question whether haemorrhage, which may 
be somewhat profuse, can be as easily controlled with the uterus 
in the abdominal cavity, and I suspect that nearly every one who 
had not operated several times might be tempted to first remove 
the uterus before opening it, because of the better facility for con- 
trolling the haemorrhage. 

The next question is that of the elastic ligature. Saenger first, 
and later many others, have shown that the application of an elastic 
ligature certainly tends to an increased amount of haemorrhage, 
and, where one has efficient assistants to control the uterus, the 
elastic ligature is not necessary and is liable to lead to trouble after- 
ward. 

The sewing up of the uterus, as well as the closure of the abdo- 
men, was done well, as is proved by the result. The greater secur- 
ity promised by the method of sewing the uterus in four stages or 
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rows of sutures, as proposed by Professor Senn, might well have 
been, considered in this case, where a rapid ending of the operation 
was not called for. 

I have only one word more to say, and that is in regard to the 
management of the lochia. It is curious how the lochia should have 
become offensive, because the vagina was first well cleansed and 
the entire placenta and membranes were removed. But so long 
as it did become offensive, and there were no other symptoms, I 
think there is no question that Dr. De Lee did right in not doing 
anything further. His practice conforms to the rule which is now 
commonly adopted, that interference with the interior of the uterus 
in a case of simply bad-smelling lochia, where there are no other 
symptoms, is not indicated. 

Dr. Etheridge: I wonder why the medical profession does not 
take into serious consideration the removal of the ovaries as a classi- 
cal part of the procedure of Caesarean section in a woman like this, 
preventing any other conception. Here is a woman who is mal- 
formed, and sociologists will tell us that we are just turning her 
loose on the world to beget other perverts physically, and F would 
like to know why the idea should not be advanced and encouraged 
of complete oophorectomy in these cases, or removal of the tubes 
at any rate, thus preventing her from conceiving in the future. I 
think the next case of Caesarean section I have I shall seriously dis- 
cuss that question with the mother and father before operation. 

Dr. J. A. Lyons: I have little to say except to commend Dr. 
De Lee for the excellence of his paper and for the manner in which 
he prepared for and carried out the operation. It was indeed done 
in a masterly manner. Dr. Etheridge's suggestion calls to mind 
a case I had some years ago. I was called by the family on the 4th 
of July, because of an accident to the young lady's brother, and 
while there I noticed that one of the daughters had a deformed 
pelvis, and advised the mother either to have ovariotomy performed 
or not allow her child to marry. They thought over the matter for 
some time, and were considerably worried, but did nothing. In the 
course of two years the girl married, and almost immediately be- 
came pregnant. The deformity was so bad, however, that the foetus 
could not grow to any extent. The promontory of the sacrum came 
probably within an inch and a half of the pubes. The uterus in 
growing seemed to elongate entirely; the cervix at the time she 
miscarried, at about three and a half months, had lengthened out 
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to two or three inches, and it was with very great difficulty that 
the foetus was removed at that time. However, we can not always 
figtu*e on having such a difficult time in these cases. I was engaged 
some two months ago to confine a woman whom I thought was 
deformed about as badly as any one could be, and I was prepared 
for almost any procedure, especially as it was her first child. She 
had but one pain, and the child was delivered without trouble. 

Dr. M. L. Harris: It seems to me the doctor has not presented 
sufficient reasons for selecting the more serious operation of Caesa- 
rean section in preference to symphyseotomy in this case. 

A conjugata vera of eight centimetres is supposed to come well 
within the limits of symphyseotomy, and the doctor states the ques- 
tion of it being a Naegele pelvis did not come up until measure- 
ments made some time after the birth. Of course, he could not 
consider the smallness of the vagina in a primipara as an indication 
for Ca&sarean section. 

The injurious effects of symphyseotomy on the sacro-iliac joints 
mentioned does not seem to be borne out by statistics. In a recent 
paper by Ayers on the after-effects of symphyseotomy in seventy- 
three American and Canadian cases, he has shown that no serious 
injury to the sacro-iliac joints or the symphysis occurs. From the 
evidence presented, I think a symphyseotomy would have been 
proper to consider in this case, as it should have the preference over 
a Csesarean section when possible. 

Dr. J. B. De Lee (in closing) : I am very much pleased at the 
tenor of the discussion, and will say in answer to Dr. Bacon about 
the shape of the pelvis that I have not as yet made a diagnosis as to 
the pathology of the pelvis, but I have a very clear conception as 
to the nature of the deformity. The pelvis is oval, almost triangular, 
and this can be caused by osteomalacia, by rickets, and by disease 
in the sacro-iliac joints, either congenital or acquired, the so-called 
Naegele pelvis. Which of these it is I do not know; both of them 
may be present. Kleinwachter showed a pelvis that was exquisitely 
rhachitic and also a Naegele pelvis. In regard to the operation 
itself, I confess the reason I rolled out the uterus was simply to 
make the operation easier. After I have had a little more experi- 
ence in Cesarean section I believe I will leave the uterus in the 
abdomen unless it is infected. However, I think in this case roll- 
ing the uterus out helped to stop the haemorrhage, which was quite 
severe. 
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Regarding the use of the elastic ligature, I knew very well at 
the time the objections to it. I gave the uterus into the hands of 
my assistant to control, but he was new to the operation and did 
not successfully compress the lower uterine segment. The ligature 
was not in place more than a minute or two, as immediately after the 
child was delivered I undamped the forceps and removed the liga- 
ture. 

In answer to Dr. Etheridge^s suggestion about ovariotomy in 
these cases, I certainly think it should be considered. This woman 
is deformed, and may produce deformed children, although this 
child presented all the signs of a well-developed healthy infant. An- 
other point in performing ovariotomy and Caesarean section: one 
does not like to increase the mortality of the operation, and any- 
thing that will take more time or involve the use of more ligatures 
will certainly raise the mortality somewhat. 

In regard to performing symphyseotomy in preference to 
Caesarean section, the last statistics to which I have had access show 
a mortality from symphyseotomy of ten to twelve per cent., while 
Caesarean section performed in such favorable cases as mine gives 
a percentage of eight per cent. (Leopold), or even less. 

I said a tight cervix and vagina are an objection to symphyse- 
otomy and a point in favor of Caesarean section. Edgar, of New 
York, says the danger of symphyseotomy lies as much in the soft 
parts as in the bony pelvis. The cervix, the vagina, and perinaeum 
are likely to be torn by the rapid extraction, and, on the other hand, 
the child can be injured or will die during the extraction rendered 
difficult by the resistant soft parts. 

Any one who has had to deliver a child rapidly through a tight 
vagina and unprepared perinaeum knows how difficult an operation 
it is. I need only refer to a breech presentation in a young pri- 
mipara. 

A conjugata vera of eight centimetres is not an indication for 
Caesarean section in a flat pelvis. Here one can usually deliver by 
version and extraction. But in a generally contracted pelvis a con- 
jugata vera of eight centimetres and a half allows the Caesarean 
operation. This is especially true when the pelvis is obliquely con- 
tracted, because the available conjugate is smaller still. 

Regarding the integrity of the sacro-iliac joints, we have no way 
of determining their mobility. Results obtained by putting a finger 
in the rectum and then abducting the thighs, or having the patient 
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stand first on one foot, then the other, as the Germans do, are en- 
tirely illusory. In all obliquely contracted pelves we must suspect 
the integrity of these joints. I can show large numbers of obliquely 
contracted rhachitic pelves with osteitis around the joints which 
would seriously cripple their mobility. 

Official Transactions. T. J. Watkins, M.D., 

Editor of Society. 



CLASSIFICATION OF INFLAMMATION OF THE UTERUS 
AND ITS RELATIONS TO CIRCUMUTERINE INFLAM- 
MATION.» 

By E. C. Dudley, A.M., M.D., Chicago. 

Inflammation broadly defined as the reaction which living 
tissue exhibits to morbid irritation may include a wide variety of 
lesions. Some of these lesions have been variously and vaguely 
designated as chronic metritis, sub-acute metritis, sub-inflamma- 
tory states, irritative states and congestive states. This broad 
definition, however, is not intended to include neoplasms, although 
the division between some neoplasms and inflammatory formations 
may at certain points be arbitrary. 

The study of metritis is the study of the anatomy and physiol- 
ogy of the uterus as modified by inflammation. It is important 
therefore to keep in mind not only the anatomy and physiology of 
the organ, but also, if we are to consider the subject in its rela- 
tions, we must also keep in mind the anatomy and physiology of the 
uterine appendages, pelvic cellular tissue and other circumuterine 
structures. 

The most significant factor in metritis is the endometrium. It 
presents in the developmental and atrophic changes of puberty 
and the menopause, in the vascular changes of the menstrual ebb 
and flow, widely and constantly varying states. Inflammation of 
the uterus may occur during infancy before the endometrium has 
matured, during puberty when it is maturing, during maturity 
when it has reached its full physiological significance, during the 
menopause when it is undergoing permanent retrograde changes, 
or during senility when, in the physiological sense, it has forever 
disappeared. The occurrence of metritis under such diverse con- 

* Read as part of a symposium. For Discussion, see page 64. 
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ditions partly explains the wide and variable range of its phe- 
nomena, the difficulty of description, and accounts for some of the 
confusion of classification and nomenclature which ]:uns through 
the literature. 

CLASSlrICATIO^?. 

The classification of a subject is largely a matter of the point 
of view. There is probably no other subject in medicine upon 
which so many diverse and irrational points of view have been 
taken. Science has been defined as knowledge classified accord- 
ing to law. The literary classifications of inflammation of the 
uterus are often w^anting Loth in knowledge aqd law. The fol- 
lowing attempts may be considered : 

I. The etiological classification is t>ased upon predisposing causes, 
such as parturition or traumatism, and _upoa the bacterial causes ; 
we therefore have gonorrhcpai, erysipelatous, traumatic, puerperal, 
metritis, etc. The difficulty, however, in differentiation between 
many causes which may occur in any one case renders almost use- 
less the etiological classification as a clinical guide. A bacterio- 
logical classification has been attempted, but our knowledge is not 
yet sufficient to make it adequate as a therapeutic guide. In the 
mean time we may distinguish between different bacterial causes 
and adjust the treatment accordingly. For example, a streptococ- 
cus infection might indicate the removal of the uterus, while a 
milder infection might call for curettage or for no treatment at all. 

II. The pathological classification^ so called, into catarrhal, sup- 
purative, granular, hemorrhagic and ulcerative metritis is rather a 
designation of certain phases of the inflammatory process than a 
classification. 

III. The anatomical classification includes endometritis, myome- 
tritis, perimetritis, corporeal, cervical, parenchymatous and glandu- 
lar metritis. If these varieties usually occurred as distinct circum- 
scribed lesions instead of complicating one another, if each could be 
known by its own peculiar symptom group, if ordinarily one coukl 
be clinically separated from the other, the anatomical classification 
would not be, as it is, impractical, impossible and misleading. En- 
dometritis, for example, cannot long continue without involvement 
of the myometrium, and vice versd. In either form there will be con- 
gestion and consequent increased secretion through the glands. The 
glandular structure^ therefore may be involved. Metritis includes 
the peritoneal covering of the uterus, and usually extends beyond 
the uterus. There are no sharp clinical lines of demarcation be- 
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tween the anatomical divisions of the uterine and peri-uterine 
inflammation. 

A further study of the routes of infection will show th^t not 
only the different parts of the uterus but the uterus itself and its 
surrounding structures are in close anatomical, physiological ^nd 
pathological relations with one another. These elaborate attempts 
at definite classification, therefore, even though diagranim^tically 
attractive, are clinically impossible. 

To illustrate the absurdity of the attempted cli^ssifications of the 
metritis, observe J;l^^ fallowing ftom an otherwise excellent modern 
treatise. This work classifies metritis into (i) acute inflammatory, 
(2) hemorrhagic, (3) catarrhal, (4) chronic painful. In the first 
division the word inflammatory is tautological. Any of these so- 
called varieties n^ay be hemorrhagic, catarrhal or painful. It is 
possible, therefore, to retain of this classification but two words — 
acute and chronic. 

The current nomenclature of the subject, although not the out- 
growth of adequate classification, is yet indispensable as a, means 
of naming certain forms and phases of metritis. Such words as 
gonorrhceal, glandular, hypertrophic, interstitial, parenchymatous 
and catarrhal are convenient for purposes of description. The 
word endometritis, for example, must be used to describe, not a 
distinct lesion independent of the rest of the uterus, but rather an 
essential part of uterine inflammation. In this way we shall not 
lose sight of the clinical relations between the various forms and 
phases of metritis. 

Let us now raise another question relative to the looseness and 
confusion of the current classifications. The term simple inflam- 
mation as distinguished from septic, for example, has no definite 
clinical meaning. A mild inflammation is usually called simple, a 
virulent inflammation, septic. We know that an inflammation, 
seemingly very mild, may readily take on a decidedly infectious 
character. It is a question whether a simple reparative process 
should be called inflammatory at all. To designate an intense in- 
flammatory process as complex instead of septic would be no more 
vague than to call a mild inflammation simple. Until such words 
as simple can be clearly defined and clinically utilized it is better 
to avoid them. We may think of the inflammatory process in sev- 
eral ways : i. As having gone only into the congestive stage. 
This would be a mild form but not to be described as simple. 
2. As having gone on to the stage of effusion or suppuration. 
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This, especially if it involved much systemic disturbance would 
often be called septic. When did it become septic ? 3. As being 
the result of a mild or virulent infection. Is it simple in the one 
case and septic in the other? '4. As occurring in structures of 
greater or less resistance. What is there in such conditions to 
designate on the one hand as simple, on the other as septic ? 
In the present state of our knowledge we must use for descriptive 
purposes an adaptable and therefore flexible nomenclature. We 
rtiay, hb'wever, simplify the subject of classification by throwing 
out such vague indefinite words as simple. 

The distinction between acute and chronic inflammation, since 
these conditions enter extensively into the pathology of the disease 
of women, is most important. Many deny altogether the exist- 
ence of chronic inflammation, for example, of the endometrium. 
Some attribute the condition which is usually classed under that 
name to congestion ; others call it a sub-inflammatory state. We 
shall avoid the question whether certain conditions should be 
called congestive, inflammatory or sub-inflammatory. The dis- 
cussion of this question is long, tiresome and unprofitable, a con- 
test largely of words. The following outline of some of the phe 
nomena of inflammation will help to make clear the distinction 
between acute inflammation and what wc shall call chronic inflam- 
mation. 

The inflammatory reaction which living tissue exhibits to mor- 
bid irritation is, first, defensive and then constructive or lepara- 
tive. The defensive process is an effort to circumscribe the dis- 
ease by throwing around it a limited wall of inflammatory exudate ; 
the morbid action thus confined and concentrated within narrow 
limits is within these limits more or less intense and destructive. 
It may result in the sacrifice of a part for the safety of the whole. 
The force of the disease is spent in the destructive process, and 
may be active only or chiefly within the limiting wall. Finally 
normal conditions of nutiition are established, the constructive or 
reparative process becomes active and the limiting wall is ab- 
sorbed. If the constructive process continues until repair is com- 
plete and then ceases, the part will resume its normal functions ; 
the inflammation will be at an end. 

Acute Inflammation. — If the infection is of such virulence or of 
such character as to call forth the defensive processes just de- 
scribed and to produce blood stasis with more or less severe swell- 
ing, pain, heat and redness and finally to produce local destine- 
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tion, the inflammation is acute. The disease may terminate with 
resolution or go on to suppuiation. 

Chronic Inflammation. — If the iiritation is of mipor intensity 
or in any other way of such character as to fall short of provoking 
much defensive action, there will be little or no limiting wall and 
consequently no intense destructive process concentrated within a 
circumscribed space ; heat, swelling, pain and redness if present 
will be more diffuse and less pronounced. Under these conditions 
there is a minimum of defence and an excess of construction, and 
the inflammation is chronic. 

Chronic inflammation may follow acute inflammation or may 
have been chronic from the beginning. The excessive construc- 
tive action which belongs to it explains the hyperplastic and hyper- 
trophic results ot so-called chronic metritis. It also explains cer- 
tain morbid nutritive changes in the blood vessels and lymph ves- 
sels of the pelvis and in the cellular tissue of the pelvis. Sclerotic 
disease in other organs offers a close analogy. 

It is unprofitable to speculate on the question whether the con- 
ditions just described under the name chronic inflammation would 
be better classifi'ed a6 congestion or as sub-inflammatory states. 
They are recognizable under either of these names. They occur 
more frequently in neuropathic women, and especially in cases of 
various diatheses, anaemia, lithaemia, gout, struma, cholaemia. Dia- 
betes is also a strong predisposing cause. They are usually less 
dangerous to life and often more destructive to health than the 
acute inflammations. They constitute a large proportion of the 
ailments of women and include some of the most distressing ail- 
ments. They are persistent and hard, often impossible, to cure. 
In such cases it is often difficult to draw the line between these 
congestions which fall short of inflammation and actual inflam- 
mation. One of the most common forms of uterine catarrh is that 
which occurs in women of deficient eliitiinativd power ; that is, the 
bowels, the kidneys and other eliminative organs fail to throw off 
sufficiently the waste products ; then the mucous glands of other 
organs whose function is not excretory may vicariously undertake 
to make good the deficiency. An infinite amount of misdirected 
and injurious local treatment is constantly being applied to these 
cases. 

The significance of pelvic inflammation varies according to the 
resistance of the patient, to the location and nature of the struc- 
tures involved and to the virulence of the causes which produce 
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it. Strong predisposing causes make the woman less able to lesist 
moibid iiritation, and inflammation once established is'more likely 
to be severe and progressive. If infection is confined to superfi- 
cial areas its gravity is relatively much less than when deeper 
structures aie diseased. Endometritis, for example, is less seri- 
ous than an inflammation involving the uteiine wall or the para- 
metric lymphatics and veins. Moreover the same infection is more 
serious in some places than in others. This may be illustrated by 
the case of a man who picked his teeth with a vaccine point and 
experienced the most distressing result. Some bacteria are harm- 
less and some only mildly virulent. The gonococcus, for ex- 
ample, is more general and therefore moie disabling than the 
staphylococcus. The streptococcus pyogenes are more dangerous 
than either. 

The Relations of Circumuterine Inflammation to Metritis. 

The significance of uterine inflammation is chiefly in its ten- 
dency to spread beyond the uterus and to involve the cellular tissue, 
the Fallopian tubes, the ovaries and the peritoneum. The swift 
and terrible march of traumatic puerperal and other infections to 
a destructive or even fatal result is largely explained by the close 
anatomical and physiological relations of the blood and lymph 
streams to the endometrium and peritoneum, especially those parts 
of the peritoneum which cover the uterus and Fallopian tubes. 

Since the source of pelvic infection is usually endometritis, 
it follows that the routes by which it passes to the outlying struc- 
tures must lead from the endometrium. Two such routes always 
lie open, one by continuity of surface, another by the lymph and 
blood vessels. 

The route by continuity of surface is supported by the fact, first, 
that endosalpingitis is known to follow endometritis when there 
is no involvement of the lymphatics or veins in the parauterine 
connective tissue ; second, that the same microbes are found 
in the inflamed mucosa of the uterus and tubes when there is no 
inflammation of the submucous connective tissue ; third, that 
the tubal inflammation is sometimes limited to the uterine end of 
the tube and directly continuous with similar inflammation in the 
horn of the uterus. 

Transmission by continuity of surface does not invariably in- 
volve all the epithelial surfaces over which the infection has passed. 
It is therefore possible, although not usual, for inflammation to 



The Chicago GyncBCological Society. 25 

travel from the endomettium to the abdominal end of the tube 
without inteivening infection of the uterine end. Moreover the 
uterine end may have been infected, but owing to its smoother sur- 
face and greater resistance may have recovered, leaving the dis- 
ease only at the abdominal end. 

T}u route by the lymph and bloodvessels. — The lymph vessels run 
from the uterus outward into the cellular tissue between the folds of 
the broad ligaments and continue along the tubes and the ovarian 
ligaments to the inguinal, obturator and iliac lymph glands.* 
These vessels are in direct communication with the pelvic peri- 
toneum. Fallopian tubes, ovaries and para-uterine cellular tissue. 
The lymphatic and veinous routes are evidenced, first, by the fre- 
quent presence of salpingitis in the abdominal end of the tube. If it 
had traveled from the uterus by continuity of surface the interven- 
ing mucosa would usually, though not necessarily, have been 
infected. Second, the para-uterine lymphatics and veins, together 
with the connective tissue around them, are often infected when 
the Fallopian tubes are normal. 

The relative frequency of these two routes is unknown. The 
gonococcus, formerly thought to thrive only on epithelial surfaces, 
has been found in connective tissue and is known to be carried by 
the lymph route.f Its presence in the uterine muscles J and in 
the endocardium § has also been demonstrated. The propagation 
of other infectious microbes in the blood and lymph vessels and 
their transmission through them has long been known. The inves- 
tigation of Leopold shows the endometrium to be so abundantly 
supplied with lymphatic vessels that it has even been called a 
lymphatic gland. The lymph route is demonstrated from the 
bacterial and from the anatomical standpoints. 

• The lymph route is very apt to be the mere channel of infection 
and may itself show no trace of inflammation, or may be inflamed 
throughout. The bacteria by whatever route carried will colonize 
only at points of least resistance. The resistance along the route may 
be sufficient to withstand theii force. Even though the infec- 
tion may have passed along the lymph and blood channels to the 
tube, peritoneum and ovaries without intervening abscess or even 
inflammatory effusion, this fact does not prove that the infection 
was carried by the mucous surfaces. 

* Poirier : Le Progrfes Mfedical, 1889. 

t August Martin : Lehrbuch der Frauenkrankheiten, 1895. 

X Centralblatt fiir Gynakolog^e, 1895. § Ley den. 
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A third route of infection fromextia pelvic organs is illustrated 
by the cases of Binkley * and Robb.f Binkley's case was puru- 
lent salpingitis following purulent appendicitis, a sequence fie- 
quently observed. Tubercular peritonitis J often extends to the 
tube, ovary and uterus. Tubercular infection may rarely origi- 
nate in the cervix uteri and reach the ovaries and tubes fiom that 
point. § Usually it comes from the peritoneum. 

It should be remembered that the presence of circumuteiine 
inflammation is not proof of its uterine origin. The infection may 
originate in the intestines, the bladder, the perineum, or inflam- 
mation of the uterine appendages may be a sequel of the acute 
infectious diseases. Pelvic hematocele may become the seat of 
infection and be the predisposing cause of a pelvic abscess. 
Laceration of the perineum and other traumatisms of parturition 
and of surgery may also open the way for the entrance of infec- 
tion through the blood and lymph channels. The causative rela- 
tions between metrititic and perimetritic inflammation may then be 
reversed, i.e,^ the infection may reach the uterus through the out- 
lying structures instead of the outlying structures through the 
uterus.) 

Bacteriology,— T\ie microbes of the infectious diseases have 
been quite generally found in the genitals. Among them are the 
gonococcus, the tubercule bacillus, the streptococci and staphy- 
lococci, the bacterium, coli communis, the pneumococcus,!^ the 
typhoid bacillus,** the microbe of diphtheria ff and the bacillus of 
malignant oedema. JJ At least two cases of actinomycosis have 
been repoi ted. §§ One of the most frequent modes of introducing 
the bacteria is by uncleanly operations, ** local treatments'* and 
examinations. 



* Binkley : Cincinnati Lancet and Clinic, March 3T, 1895. 

t Robb : Johns Hopkins Hospital Bulletin, 1892, No. 20. 

X Hegar : Genitaltuberculose der Weiber. Stuttgart, 1896. 

§ Williams : Johns Hopkins Hospital Report, 1892. 

I Bland Sutton : Surgical Diseases of the Ovaries and Fallopian Tubes, i89r. 

^ Frommel : Centralblatt f Ur Gynilkolog^e, 1892, No. 11. 

** Werth : Deutsche Medicinische Wochenschrift, 1893, No. 21. 

+t Ibtd, 

XX Witte : Zeitschrift fiir Geburtshiilfe und Gyn^kologie, 24. 

g§ Zemann : Med. Jahrb. Wien, 1883. Centralblatt f ilr Gyn&kologie, 18^4, 
page 560 Granger Stewart and Muir. Edinb. Hosp. Reports, i. Monatschrift f. 
Geb. und Gyn., 1895, quoted by A. Martin, Krankheiten der Eileiter, page 189. 
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PARAMETRITIS. 

Pelvic Cellulitis^ Perilymphangitis^ Periphlebitis, 

Exception has been taken to the name cellulitis, since all tis- 
sues are made of cells and since therefore in the wide sense all 
inflammation is cellulitis. The word is heie used in accordance 
with the established usage and is limited to inflammation of the 
cellular tissue around the uterus and vagina, more especially that 
between the folds of the broad ligaments. The term parametritis 
is too restricted, since the disease may occur in the lower regions 
of the pelvis around the vagina and rectum. Cellulitis bears ana- 
tomically the same relation to peritonitis as pneumonia bears to 
pleuritis, i.e.^ it is usually associated with a variable degree of 
peritonitis. 

The lymph spaces have no walls save the cellular tissue around 
them. Inflammation of this tissue therefore must be cellulitis. 
When infection is traveling by way of the lymphatic vessels and 
veins which have walls and inflammation results, it will first be in 
the walls. An early attempt is made to check the spread of the 
disease by thrombosis. Destruction of the walls of the vessels 
may follow. The inflammation will then spread to the surround- 
ing structures. This would be perilymphangitis or periphlebitis. 
The tissue around the vessels, however, is cellular or connective 
tissue. The disease in its full development is therefore cellulitis. 
To define cellulitis as perilymphangitis or periphlebitis might 
therefore be strictly accurate. 

Formerly cellulitis was considered the central lesion in pelvic 
inflammation. Salpingitis, ovaritis and peritonitis were scarcely 
recognized as surgical diseases. A great advance was made in 
practical pelvic pathology when Batty, Hegar, Tait and others 
showed the vastly greater relative importance, from the surgical 
standpoint, at least, of tubal inflammation. When purulent accu- 
mulations in the pelvis were commonly attributed to cellulitis, when 
they were usually left to themselves or treated by incision and 
drainage into the vagina, the failures were many and unexplained. 
As soon however as they were generally recognized as accumula- 
tions of pus in the Fallopian tubes it was easy to understand why 
incision and drainage were so often followed by failure. It was 
because the tube was lined by mucous membrane and because 
chronic suppuration of mucous surfaces, even though drained, is 
most intractable. On the other hand a cellulitis abscess surround- 
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ed by cellular tissue when emptied naturally closes spontaneously. 
Pelvic cellulitis therefore unless complicated by tubal communica- 
tion either terminates rapidly by resolution with complete recov- 
ery, or if suppuration occur it empties itself spontaneously or is 
emptied by incision and like a furuncle, which it resembles, 
promptly disappears ; hence the cellulitis abscess unless of tubal 
origin seldom becomes chronic and therefore has little or no part 
in the more frequent and more familiar chronic pelvic suppuration 
for which the uterine appendages and sometimes also the uterus 
have to be removed. 

The clinical experience of the laparotomist shows pelvic sup- 
puration to be almost always in the tube. It rarely shows a trace 
of pus in the cellular tissue below and if perchance an abscess be 
found there it usually gives evidence of having burst from the tube 
into the broad ligament. 

The above facts have led to a tendency in late years, especially 
among laparotomists, to deny the existence of pelvic cellulitis and 
to announce the almost universal proposition, except in rare in- 
stances of puerperal origin, that all cases of extra-uterine inflam- 
matory exudate are essentially of tubal development, that ovaritis 
and peritonitis are always secondary to tubal disease, and that an 
abscess in the broad ligament is only there when a previous infec- 
tion of the Fallopian tube has forced its way through the mesosal- 
pinx into the parametrium. In this connection note, that the dis- 
ease occurs in men, who have no Fallopian tubes. Why should 
the cellular tissue of the pelvis be free when the same tissue in 
every other part of the body is subject to inflammation ? Would 
it not be just as reasonable to assume that pleuritis is the central 
lesion in all pulmonary inflammation, or that perinephritis is the 
essential factor in all cases of contracted kidney ? The question 
however is not settled by a priori reasoning. Post-mortem studies 
prove the frequent existence of acute cellulitis abscess not only by 
rupture from the sactosalpinx but also by the direct lymphatic or 
venous route. 

OBJECT OF INFLAMMATION. 

Circumuterine inflammation involves diverse changes in the 
Fallopian tubes, ovaries, pelvic peritoneum, lymphatics, lymph 
spaces, veins and pelvic cellular tissue. Inflammation of the Fal- 
lopian tubes or ovaries may have the closest relation with inflam- 
mation of any or all of these structures. In this connection it is 
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essential to grasp not only the nature and anatomical results but 
as well the object of inflammatory process. The greatest danger 
is not from the inflammation but from the infection. Inflamma- 
tion is an effort of nature to defend the general system against 
infection. If the infection has passed by continuity of surface into 
the tube it no sooner reaches the pelvic cavity than the peritoneum 
attempts to protect itself from further invasion by prompt closure 
with inflammatory adhesions of the abdominal opening of the 
tube. The uterine end may likewise be closed and the poison 
thereby shut off also from the endometrium. 

If the infection has reached the pelvic cavity and produced peri- 
tonitis, unless the inflammatory process promptly confines the 
poison by thrombic plugging of the vessels, unless the lymph 
effusions are shut off with peritoneal adhesions and a protective 
wall is formed, the inflammation will speedily involve the whole 
peritoneum ; the infectious poison will be rapidly increased and 
poured in fatal quantities through the broad peritoneal surfaces 
into the general circulation. 

We are familiar with the profound depression of the nervous 
system, the continued nausea, the anxious facies, the paretic and 
distended bowels, the tympanites whch go to make up the symp- 
tom group of peritonitis. These grave symptoms are wrongly 
attributed to peritonitis ; they are rather the result of the pro- 
found ptomaine poisoning which the peritonitis is perhaps unsuc- 
cessfully striving to shut off from the general circulation. 

When the infectious poison starts from the endometrium and 
goes forward by way of the lymph channels or veins in the cellu- 
lar tissue of the broad ligaments, these vessels may simply trans- 
mit the poison to the peritoneum, tube or ovaries and themselves 
escape inflammation, or the course of the poison may be arrested 
by thrombic plugging of the vessels and by consequent extensive 
and destructive perilymphangitis or periphlebitis. The result 
may be an almost overwhelming pelvic cellulitis. The inflamma- 
tion may be for the most part connned and the poison may spend 
its force within the limits of the cellular tissue of the broad liga- 
ment. These destructive processes may be so great as to end in 
the permanent impairment of the pelvic nutrition and in chronic 
invalidism, but the pelvic cellular tissue has taken the brunt of 
the poisonous attack, sacrificed itself and perchance saved the 
life of the woman. 
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A BASIS FOR THE DIAGNOSIS OF THE SO-CALLED 
INFLAMMATORY DISEASES OF THE UTERUS.* 

By C. S. Bacon, B.Ph., M.D., 

Professor of Obstetrics, Chicago Policlinic ; President Obstetric Staff, Chicago Health 

Department. 

The first requisite for making a differential diagnosis of ihe 
pathological conditions is a knowledge of the nature of their essen- 
tial characteristics. A great help to this is a proper nomenclature 
and classification. When different pathological conditions present 
similar symptoms it is often difficult to differentiate between 
them. So long as we know diseases only by their clinical or mor-' 
phological symptoms, we have confused pictures of different things 
that overlap each other and cannot be distinctly separated. It is 
therefore desirable, as far as possible, to form our pictures of 
disease from their etiological elements. When this can be done, 
it is of practical value, because the treatment of a disease should 
be based upon its etiology. The chief object of my paper is to find 
a basis for differentiation in a classification of a group of diseased 
conditions which symptomatically have a confusing interrelation. 

The definition and classification of the so-called inflammations 
of the uterus have undergone a marked change in the last twenty 
years, corresponding to the development of our knowledge re- 
garding them, as well as to the change in the meaning of the 
term inflammation. At first we were obliged to be content 
with a diagnosis based on clinical symptoms, and we spoke 
of endometritis haemorrhagica, endometritis catarrhalis or puru- 
lenta, endometritis dysmenorrhceica, etc. This classification is 
still made use of by Pozzi. Then the microscopical investiga- 
tions of C. Ruge and others led to an attempt to build up a 
classification based upon anatomical or morphological symp- 
toms, and we distinguished endometritis glandularis, endometritis 
interstitialis, endometritis glandularis ectatica, etc. The latter 
classification proved of little or no practical value, since the 
morphological changes do not correspond to the clinical symptoms 
and neither explain their causation nor give any indication for 

* Read as part of a symposium. For Discussion, see page 64. 
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treatment. Dol6ris was one of the first to contend that genuine 
metritis is always of microbic origin, which he did ten years ago 
when the great importance of bacteria in pathological processes 
was not nearly so well known as to day. In 1894 Van Tussen- 
broeck and Mendes de Leon distinguished between catarrhal en- 
dometritis of bacterial origin and pseudo-endometritis, a condition 
of hyperplasia or atrophy of the uterine mucous membrane. The 
first important attempt to form a comprehensive classification on 
an etiological basis was made by Prof. v. Winckel in his elaborate 
paper on the etiology and symptomatology of endometritis, read 
at the meeting of the German Gynaecological Society in Vienna in 
1895. He divided the diseases of the endometrium into two 
groups. In the first he included those cases whose bacterial origin 
is not yet recognized, and in the second those known to be due to 
bacteria. His first group includes : 

(a) Those cases due to circulatory disturbances arising from 
displacements, neoplasms, diseases of the heart, lungs, etc., or 
abnormalities in the blood composition. 

[b) Those due to acute infectious diseases. 
\c) Those due to intoxication. 

{d) Those due to burns. 

(<f) Those due to retention of ^^^ or decidual particles after 
labor or abortion. 

(/) The isolated form of endometritis exfoliativa. 

The bacterial group includes : 

(a) Endometritis gonorrhoica. 

(^) Endometritis tuberculosa. 

{c) Endometritis septica puerperalis, due chiefly to streptococ- 
cus infection. 

(//) Endometritis saphophytica. 

(e) Endometritis syphilitica. 

At the same meeting Wertheim read a paper on gonorrhoea of 
the uterus, in which he contended that the gonorrhceal infection is 
not confined to the endometrium as often as is generally supposed. 
DoJerlein in Veit's ** Handbook of Gynaecology" adopts substan- 
tially von Winckel's classification, but emphasizes the same point 
in regard to inflammation in general as that which Wertheim had 
upheld in regard to gonorrhoea : namely, that the distinction be- 
tween endometritis and metritis cannot be maintained. Schauta 
in his ** Lehrbuch der Gesammenten Gyncekologie" in one chapter 
considers infectious diseases of the female genitalia under the sub- 
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divisions — wound infection, venereal infection (a) gononhoeal and 
(d) syphilitic, and tubercular infection. In another chapter under 
pathological new. growths he considers the hyperplasias and 
hypertrophies of the uterus. In the latest Jerman work on 
Gynecology, the first quarter only of which has appeared, in the 
system of Northnagel written by Professors Chrobak and Ros- 
thorn, the authors promise to consider diseases from the etiologi- 
cal standpoint so as to make the cause the unifying factor. The 
same principle was accepted by Kocher and Tavel in their recent 
interesting work on surgical infectious diseases. Winter, it is true, 
in his ** Gynaecological Diagnosis," retains the tigrm endometritis, 
and, abandoning any attempt to make ^ scientific classification, 
adopts for practical use the divisions endometritis catarrhalis, en- 
dometritis gonorrhoica, endometritis haen^orrhagica, endometritis 
dysmenorrhoeica, endometritis exfoliativa, etc. This is an exception 
to the general tendency toward a uniformity of classification on an 
etiological basis. 

That classification is best which best stimulates investigation. 
The most promising investigation in the realm of female diseases 
is that which seeks to discover the cause of disease. When once 
the causative agent and its life history are known we have some 
hope of successfully combating it. Until it is known the confusing 
clinical and morphological symptoms are liable to lead one astray. 

The attempts of gynaecologists to find out the causes of uterine 
diseases and make this knowledge a basis of classification have 
been paralleled by the efforts of pathologists to secure a clear con- 
ception of the nature of inflammation. Formerly inflammation 
was generally considered a disease to be combated. We still 
speak of curing an inflammation. Indeed, our program for this 
evening calls for a paper on the treatment of inflammation uf the 
uterus. Much recent work, however, tends to show that inflam- 
mation is essentially a healing or protective process, one that 
makes for the good of the organism. It is therefore something to 
be favored or perhaps to be created if possible when unfortunately 
lacking. 

A difference of opinion arises when we attempt to agree upon 
what are its essential features. Many regard Metchnikoff's bio- 
logical definition of inflammation as the only strictly logical and 
consistent one. He bases his idea of inflammation upon his study 
of comparative pathology, and defines it to be a phagocytic reaction 
on the part of the organism against irritants. This reaction is 
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carried out by the mobile phagocytes, sometimes alone, sometimes 
with the aid of the vascular phagocytes or of the nervous system. 
According to this definition, the vascular system plays a secondary 
role in the inflammatory process. There may be inflammation 
without a vascular system. The blood current simply supplies 
phagocytes in abundance where they are needed. There are only 
two essential factors, the etiological — the irritant ; and the 
curative — the phagocyte. The irritant is generally of microbic 
origin. 

Many object to this definition on the ground that it singles out 
one process, and that. not the most. important^ to take the place of 
all the changes for which the name inflammation has so long 
stood. .. YeXithere is a lack of agreement among the objectors to 
Metchinkof!*s theory as to what are the most essential changes. 
While some ascribe more importance to the vascular changes, 
others lay greater stress on the disturbed nutritive processes. 
Under the circumstances it is not strange that Thoma discards en- 
tirely the term inflammation. He holds that it cannot legitimately 
be restricted to a simple process like phagocytosis, and that on the 
other hand its general use is so indefinite that it becomes synon- 
ymous with disease. Hence he would displace it by terips de- 
scribing more exactly processes commonly grouped together. 

Such a course would be analogous to that adopted in discard- 
ing the term phthisis. We formerly had fibroid phthisis, tubercu- 
lar phthisis, etc. When it was found that these various pathologi- 
cal conditions had nothing essential in common, this grouping was 
given up for one resting on an etiological basis. 

Whatever may be the fate of the general concept inflammation, 
I believe it to be in the interest of accuracy to discard it in the 
study of the diseases of the female genitalia, including at present 
especially the diseases of the uterus, and substitute others which 
better include the elements of the known pathqjogical processes 
or diseased conditions. For that large and important group of 
so-called inflammations due to microbic invasion, we substitute the 
name infectious disease, which rightfully calls attention to the 
etiological factor. For the other large group which includes most 
of the cases to which the name chronic inflammation is generally 
applied, there are various etiological factors, but the morphologi- 
cal changes have a greater or less similarity characterized by an 
abnormality in the growth of a part or all of the tissue elements, 
and hence we make a grouping on the basis of the pathological or 
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anatomical structure, and we speak of hypertrophies and hyper- 
plasias and atrophies and aplasias or hypoplasias. 

This then is the classification that I would adopt in the diagno- 
sis and study of that class of female diseases formerly designated 
inflammations. It will also prove of practical use in determining 
prognosis and the principles of treatment. 

The more important infectious diseases are gonorrhoea, tuber- 
culosis, the streptomycoses, the staphylomycoses and the sapro- 
phytic infections. Each of the infectious diseases has not only its 
distinct etiological factor but also a distinct pathological process 
and sufficiently characteristic morphological and clinical symptoms 
to merit a separate name and differentiation from its related dis- 
eases. 

It is as a rule desirable to consider each of these diseases as an 
entity and not make separate diseases because different organs are 
affected. Difference of habitat makes a certain difference in the 
life history of the infecting agent, but there is always a great 
similarity in Xhe, mode of growth, whether it be in the vulva, the 
uterus or the Fallopian tubes, and for therapeutic purposes it is 
very important that tve consider the disease in its entirety instead 
of confining our attention to its manifestation in a particular 
organ. Hence in general I would prefer to study infectious dis- 
eases as wholes instead of considering gonorrhoea of the uterus, 
streptococcus infection of the uterus, etc. 

If however it be desirable to confine our attention to the uterus, 
we note, first, that it is impossible to make a very sharp distinc- 
tion between infections of the cervix and those of the corpus. The 
idea that the cervix is much more frequently infected than the 
corpus of the uterus rests, first, upon the supposed fact that cervi- 
cal catarrh is much more common than catarrh of the corpus, and 
secondly, upon the admitted protective power of the cervical 
mucous plug. In regard to the first point it may be said that con- 
trary to the general opinion, Van Tussenbroeck and Mendes de 
Leon have found catarrh of the corpus more common than that of 
the cervix. Concerning the second point we may consider the 
sources of infection. Generally infection follows labor or abor- 
tion, dirty gynaecological treatments, or coitus, corresponding to 
infection post-partum or postabortum, traumatic infection and 
venereal infection. In the first two cases the cavity of the corpus 
is directly infected by the examining fingers or by instruments. 
In venereal or gonorrhoeal infection both Wertheim and Menge 
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nave found that the mucous plug in the cervical canal does not 
protect the uterine cavity from penetration of the germs as much 
as was supposed. Only in tubeiculosis, where the infection is 
almost always secondary, the corpus alone is generally affected. 
With this exception, for diagnostic purposes we may ignore a dis- 
tinction between infection of the cervix and infection of the corpus. 

It is often impossible to distinguish between an endometrial 
and a myometrial infection. The intimate haemic and lymphatic 
vascular connection between the mucosa and the muscularis which 
results from the immediate transition from the former to the latter 
without the intervention of a submucosa allows a frequent deeper 
infection than occurs in the case of other mucous membranes. In 
severer grades of streptococcus infection the muscularis is pene- 
trated by colonies of bacteria which often form abscesses. In 
staphylococcus infection the invasion of the deeper tissues, although 
not so rapid, is not infrequent. In tubercular infection the myo- 
metrium is very often involved. In case of gonorrhceal infection 
the old idea that the infection is confined to the mucous membrane 
is still vigorously supported by eminent investigators like Bumm, 
while Wertheim contends for the frequent involvement of the en- 
tire organ. Madlener and Menge have found gonococci in ab- 
scesses in the uterine wall, proving that the myometrial infection 
can occur. Future investigation must demonstrate how common 
is the deeper invasion. All these facts, however, show that the 
myometrium may be infected along with the endometrium in any 
case. Under favorable circumstances, when the virulence of the 
infecting agent is slight and the leucocytic reaction good, the bac- 
teria may be confined to the outer layer of the mucous membiane 
by the circumscribing leucocytic wall. In case of a virulent infec- 
tion or slight reaction the bacteria are liable to penetrate deeply. 
Clinically it is generally impossible to determine the extent of the 
invasion. 

It how becomes necessary to introduce the term chronic infec- 
tion and define its meaning. A chronic infection is simply the 
pathological condition that results from the continual presence of 
the infecting agent. The persistence of the infecting agent is due 
to the failure of the tissues to react sufficiently to expel the irri- 
tant. The essence of this reactive process consists in the destruc- 
tion of the invading microbes by the leucocytes which are attracted 
to them through the positive chemotactic properties of the bacte- 
rial toxines. The neutralization of the toxines may go on hand in 
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hand with the destruction of the bacteria. When the leucocytosis 
is sufficient to destroy all the bacteria and their toxic pioducts are 
eliminated the reactive process is complete. The products aie 
removed through the circulation when the amount is small, or 
they may be in part cast off from the free surface of the mucous 
membrane in the form of a mucopurulent discharge. If for any 
cause the reaction is incomplete, more or less of the bacteria re- 
main in the tissues. Sometimes they may exist in circumscribed 
abscesses, as is the case with the tubercle bacilli in the caseous 
tubercular abscesses. At other times they continue a true para- 
sitic existence in and among the tissue cells. When they remain 
in the tissues for some days or weeks we have a chronic infection. 
In such cases their irritant action doubtless becomes modified in 
time as a result of the conditions under which they grow, but 
probably they always continue to cause some pathological changes 
by their presence. 

The study of the pathological and anatomical changes resulting 
from both acute and chronic infections leads us to a consideration 
of the second group of uterine diseases, namely, the hyperplasias, 
hypertrophies and atrophies. Since a true hypertrophy is difficult 
to demonstrate, and since a hyperplasia — that is, a disproportion- 
ate growth of one tissue — is generally found, we will for brevity 
use the term hyperplasia to designate the whole group. A hyper- 
plasia of certain elements generally implies a hypoplasia of other 
elements. 

No sharp distinction can be made between hy{>erplasia and the 
reactive processes occurring in an infection. In the severer grades 
of infection the degenerative changes in the tissue cells which are 
due either to the pressure of the leucocytes and the exudation, to 
the bacterial poisons, or to over-stimulation in the immediate vicin- 
ity of the infective agent, at first predominate. In the slighter 
grades of infection and on the boundary of the infected zone in 
the severer grades there is cell proliferation. Fibroblasts and new 
connective tissue form from the proliferating cells of the connec- 
tive tissue and possibly from the leucocytes. The gland cells are 
likewise stimulated to proliferation by the increased supply of 
nutrition furnished by the exudation and perhaps by the leuco- 
cytes. The extent of these proliferative changes depends not only 
on the duration of the exciting cause but also on the continuing 
influence of the secondary vascular changes. 

Thus arises either a fibrous or a glandular hyperplasia as a re- 
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suit of infection. But infection is not the only cause of hyperplasia. 
It is often found not only where there is no evidence of the presence 
of bacteria, but also where the history of the case gives no reason 
to assume their presence. We cannot doubt that circulatory dis- 
turbances lead to nutritive changes which result in such hyper- 
plasias. According to Adami's convenient classification the non- 
inflammatory causes of hyperplasia may be (a) increased arterial 
nutrition, {b) increased venoms congestion, {c) lymphatic obstruc- 
tion. These would explain the instances of endometritic hyper- 
plasia found in cases of heart, lung or kidney disease, displace- 
ments of the uterus, etc. The hyperplasia endometritis ovarialis, 
the endometritis hyperplasirende or fungosa of Olshaiftsen, accord- 
ing to the theory of Breunecke would be included among the 
hyperplasias due to increased aiterial nutrition where the vascular 
stimulus came from the congested or diseased ovaries. 

It is very interesting to inquire whether the hyperplasias of 
non-infective origin can be differentiated anatomically and clini- 
cally from those which result from the reactive processes which 
follow infection. The changes in the vessels which have been de- 
scribed as consisting at first in a swelling up of the endothelium, 
with the occurrence of more or less serous and corpuscular exuda- 
tion and later in a hyaline degeneration of the vessel walls, are 
probably common to both. The changes in the glands are essen- 
tially the same in both. In the connective tissue the leucocytic or 
small-celled infiltration is usually held to be pathognomonic^ the 
infective sequelae. Clinically haemorrhage or the presence of a 
muco or muco sanguineous discharge may occur in hyperplasia 
from any cause, but a distinctly purulent discharge probably never 
occurs in hyperplasia of non-infective origin, and when not asso- 
ciated with a persisting infection is at least evidence of its pre- 
vious existence. 

Sanger has recently proposed the term ** residual gonorrhoea" 
to apply to the pathological process which persists after disappear- 
ance of the gonococci. The term has the advantage of being in 
line with the etiological classification, and we might use the word 
residual infection, to designate the hyperplasias following infec- 
tion. The use of the term infection where the infecting agent is 
no longer present is apt to be confusing,_and hejice it seems desir- 
able to use the term infectious hyperplasia, or better, pathological 
change of infectious origin. 

Hyperplasia of the cervix without involvement of the corpus 
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occurs more frequently than is the case with infections. The vari- 
ous forms, hyperplasia follicularis portionis, ectopium cervicis, 
etc.^ are too well known and too easily diagnosed to require fur- 
ther attention. 

Hyperplasia endometrii and hyperplasia myometrii may also 
exist to a certain extent independently of each other, but an inter- 
stitial hyperplasia generally involves the connective tissue of the 
muscular wall to a certain extent, ^he various forms, hyperplasia 
tnterstitialit, hyperplasia glandularis, hyperplasia diffusa, present 
similar clinical symptoms, namely, haemorrhage, catarrh, premen- 
strual pain, sometimes tenderness and enlargement of the uterus, 
so that it is generally impossible to differentiate them clinically. 
Hyperplasia fungosa, the endometritis fungosa of Olshausen, is 
characterized by excessive haemorrhage. Hyperplasia exudativa 
or exfoliativa is the well-known membranous dysmenorrhoea. 

It is not within the scope of this paper to make detailed differ- 
ential diagnoses between the various uterine infections or the 
different hyperplasias or to separate each of them from other 
pathological conditions, like the tumors, which have similar symp- 
toms. My purpose was rather to furnish a basis for diagnosis in a 
classification that is logical and practical. The ultimate test of 
the value of a classification must be its adaptation to the practical 
needs of clinical experience. To show the practicability of the 
classification proposed, I will in closing present the outline of a 
scheme of some of the more important diagnostic points. 

Means of Diagnosis. 

anamnesis. 

History of traumatic, puerperal or venereal infection, or of gen- 
eral disease or local disturbance. 
Clinical Symptoms. 
General. 
Due to toxinaemia, bacteriaemia. (Fever, etc.) 
Due to reflex mechanism. (Nervous, digestive, etc.) 
Local. 

Discharge (menstrual or intermenstrual). 

Amount, duration, color, odor, character as mucous, puru- 
lent, bloody. 
Pain. 

From uterus, from adjacent organs. 
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Reproductive functions. 
Sterility, abortions, labors. 
Exarfiination, 

Inspection and palpation. 

Discharge. Use of Schultze's tampon. Color, odor, consis- 
tency. 
Uterus. Size of body and cervix. Tenderness. Cavity (ex- 
amination by sound and finger). 
Condition of neighboring organs. 
Histological and bacteriological examination. 
Collection of discharge from cervix and body. 
Uterine scrapings. 
Cultures. 
Inoculations. 

Infectious Diseases, 
streptomycoses. 
(Including erysipelas and so-called diphtheria.) 
[ii) Acute. 

1. Puerperal (post-partum or post- abort uni). 

Most common puerperal infection. 

History of internal examination or instrumentation. 

General symptoms, violent, due to toxinaemia and bac- 
teria, fever, etc. 

Local symptoms — copious bloody-purulent discharge. 
Putrid odor due to contamination with saprophytes. 

Pain from uterus, peritoneum. 

Obstruction. 
All bacteriological tests positive. 

2. Non-puerperal traumatic. 

History of use of sound, douche tube, etc. 
Symptoms and examination as in puerperal streptomy- 
coses. 
(b) Chronic. 

History of acute attack not often lacking. 

STAPHYLOMYCOSES. 

(Also includes cases of so-called diphtheritic ulceration.) 
(</) Acute. 

I. Puerperal, 

Less common than streptomycoses infection. 
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General symptoms less violent than in former infection ; 

bacteriaemia not so common. 
Bacteriological examination conclusive. 
2 . Non-puerperal traumatic. 
Most common. 

May be secondary to other infections. 
(b) Chronic. 

ConuBon. 

Dtlferentiated through bacteriological examination. 

GONORRHCEA. 

Uterus affected in about one-half of all cases of gonorrhoea. 
Gonorrhoea occurs in ten to thirty per cent, of all women. 
(a) Acute. 

.1. Puerperal. 

Not rare. Due generally to urethral or vulvar infection 

during pregnancy. 
General symptoms of intoxication are slight. Occasion- 
ally gonoirhoeal arthritis. 
Local symptoms — purulent lochia, pain from affection of 

tubes and peritoneum. 
Inspection may show infected urethra or vulva. 
Microscopic examination of stained slides. Differentiate 
by use of Gram. 

2. Non-puerperal traumatic. 

Not uncommon from gynaecological instruments, pessa- 
ries, etc. 
Sequel of vulvo-vaginitis in young girls. 

3. Venereal. 

Chief infection. 
(p) Chronic. (Includes so-called latent.) 

One of the most common chronic infections of the uterus. 
History of infection. 

Frequent sterility on account of tubal affection. 
Inspection may show infected Bartholin's glands. 
Palpation shows thickened tubes, especially salpingitis 

isthmica nodosa of Chairi and Schauta. 
Bacteriological examination may be assisted by artificial 

excitation of ** latent" germs through use of irritant, 

intra-uterine applications or indulgence in improper 

diet. 
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TUBERCULOSES. 

Two-thirds as often in the uterus as in the tubes. 
{a) Primary. 

Rare. Friedlander's and Meyer's cases in the cervix. 
ifi) Secondary. 

Generally in the body. Follows tubal disease. 

There may or may not be symptoms of general tubercu- 
lar infection. 

Discharge sometimes caseous. 

Pain not important. 

Sterility. 

Uterus large. Tubes affected. 

Microscopic examination of uterine scrapings. 

SAPROPHYTIC INFECTION OR INTOXICATION. 

Dae to non-pathDginic bacteria and yeast fungi, and also at 
times pathogenic bacteria, streptococci, bacilli colli communes, etc.. 
which live in the discharge and in dead tissue. 
I. Puerperal. 

Very common. 

Symptoms of intoxication but not bacteriaemia. 
Putrid discharge. 

Uterus tender, sometimes tympanitic. 
Bacterial findings not conclusive. 
Results of intra-uterine irrigation diagnostic. 
. Non-puerperal traumatic. 

Often secondary to infection. 
Foul discharge. 
Bacteriological examination. 

HYPERPLASIAS AND HYPERTROPHIES. 

Hyperplasia Cenncis, 

Including as more or less separate forms, 
Elongatio portionis. 
Ectropium cervicis. 

Hyperplasia cervicis follicularis (ovula Nabothli). 
Erosio portionis. 

Diagnosed by physical examination. 
Hyperplasia endometritis. 

Clinically not to be distinguished are : 
Hyperplasia interstitialis. 
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Hyperplasia glandularis. 
Hyperplasia interstitialis glandularis. 
Hyperplasia glandularis interstitialis. 
Hyperplasia diffusa. 
Hyperplasia polyposa (mucous polyp). 
History shows absence of infection. General symptoms are 
due rather to the reflex mechanism and in haemorrhagic cases to 
anaemia than to intoxication or to bacteriaemia. 
Local symptoms. 

Increased menstrual haemorrhagic discharges, often catarrh. 

Frequent sterility and aboition. 

Uterus generally enlarged, often tender. 

Endometrium bleeds fieely on introducing sound, often soft 

feel. 
Bacteriological examination negative. 
Microscopical examination of scrapings diagnostic. 
Hyperplasia exudativa. 

(Membranous dysmenorrhoea.) 
Casting off of membrane diagnostic. 

TUMORS. 

ChoriO'Carcinoma, Syncytia ma malignum, 

(Deciduoma malignum. Sarcoma deciduocellulare.) 
History. 

The chief symptom, persisting haemorrhage, begins within a 
few weeks after labor or abortion, or especially after the birth of a 
hydatid mole. 

General symptoms arise from the presence of metastases in the 
lungs and other organs. 

Local examination shows frequent infective metastases in the 
vagina. 

Uterus is enlarged. In its cavity is found a spongy mass more 
brittle than in fungus hyperplasia. 

In the parametrium may also be metastases. 

Microscopic examination shows the characteristic large cells or 
syncytial masses penetrating the tissues. 
Carcinoma, 

The various forms of polypoid, infiltrating, ulcerating, diffuse 
and circumscribed cancers of the vaginal portion, the cervix and 
the body are distinguished from the non-malignant hyperplasias 
chiefly by means of microscopic examination. 
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The hereditary histr)ry has significance. 

Bloody discharges, especially those occurring post coitum, im- 
portant. 

Pain especially significant in corporeal cancers. 
Sarcoma, 

Generally arises in the mucous membrane of the body or in a 
myoma. 

Most important symptoms are inegular haemorrhages. 

Microscopic examination diagnostic. 
Myoma, 

Most important from a diagnostic standpoint are the submu- 
cous myomes. 

Distinguished from hyperplasia polyposa by examination of 
uterine cavity with finger, and by microscope. 
426 Center Street. 



THE PROGNOSIS OF INFLAMMATORY CONDITIONS 
OF THE UTERUS, ENDOMETRITIS AND METRITIS.* 

By J. T. BiNKLEY, Jr., M.D., Chicago. 

I have often thought that the prognosis of endometritis de- 
serves more consideration than is usually given it in the text- 
books on gynaecology. In all chapters upon this subject, either 
no mention at all is made of the prognosis, or it is so lightly 
touched upon, that it is described in a very few lines. The prog- 
nosis is of great, and possibly vital importance to the patient, and 
should be clearly made. 

The prognosis of an inflammatory condition of the uterus will, 
of course, depend upon the cause and character of the inflamma- 
tion and upon the conditions of the organ and surrounding struc- 
tures. 

The prognosis of endometritis per se is not always so grave or 
serious, but unfortunately the sequelae are what we have to con- 
tend with and take into consideration when a prognosis is made. 
The usual tendency of all inflammatory conditions is extension and 
invasion of the surrounding structures .and organs. Most espe- 

♦ Read as part of a symposium. For Discussion, see page 64. 
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cially is this so in inflammation of the uterus, because of the 
abundant lymphatic supply. In fact,. the interior of the uterus 
may be likened to one large absorbing gland. 

In addition to this, the Fallopian tubes are also direct channels 
for the further tiansmission of infection. 

With this reference to the possible, and in fact very probable 
sequelae of intra-uterine inflammation, we pass on to the conditions 
of the organ which may be favorable or unfavorable to the prog- 
nosis. 

Given a case of endometritis in a woman of good general 
health, with a well-developed uteius, normal in position, and with 
a fairly open cervical canal, the prognosis, with properly directed 
treatment, would be most favorable. 

Given a case with opposite physical conditions, the patient 
anaemic, the pelvic organs imperfectly developed or so displaced 
that the cervical canal is rendered indirect, and partly occluded, 
however careful the treatment may be, the prognosis is unfavor- 
able. 

In the cases of mechanical injury, resulting from labor, such as 
lacerations of the perinaeum or cervix with attendant sub-involu- 
tion, properly directed treatment, if not too long delayed, will usu- 
ally effect a cure. 

One other factor which largely influences endometiitis is that 
of constricted cervical canal. The prognosis of endometritis above 
such canal, could be considered favorable under proper treatment. 

Passing from the conditions, I wish to touch lightly upon the 
character of infections which influence the prognosis in these cases. 

The prognosis of a gonorrhoeal endometritis, for instance, is 
always unfavorable. It is next to impossible to check the invasion 
of these germs. Therefore the prognosis is most unfavorable. 
No doubt all forms of intra-uterine infection are transmitted indi- 
rectly through the lymphatic circulation, and directly through the 
tube. Which of these channels is the most usual, is a question, in 
the majority of instances. However, it is pretty well demon- 
strated in the gonorrhoeal variety of infection, that the germ is 
transmitted through the Fallopian tube. As a proof of this, we 
find the left side most frequently infected, as the left tube is the 
larger. 

After reviewing the above, we are led to conclude, first, that 
ihe disease /<fr se \s not dangerous to life if uncomplicated, and if 
uncomplicated will usually yield to treatment. 
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Second, that some of the most obstinate cases frequently re- 
cover after the menopause. 

Third, that endometritis undoubtedly predisposes to malignant 
degeneration, notwithstanding the firm denial of such a possibility 
by many authors. 

Fourth, that if left to its own tendencies, endometritis will 
almost surely involve the deeper structures, producing metritis, 
going further and attacking the peri-uterine covering, and further, 
deposits will be made in the cellular tissue, attacking the ovary 
and extremity of the tube by this lymphatic extension, or there 
will be direct depo^sit of the germs in the lumen of the tube, or on 
to the peritoneum, tlirough the tubal canal. 

So our prognosis of neglected cases will be a cellulitis salpin- 
gitis, ovaritis, peritonitis, with the formation of abscesses in the 
pelvic cavity, great destruction of tissues and organs, and fre- 
quently loss of life. 

103 State Street. 



TREATMENT OF ENDOMETRITIS.* 
By T. J. Watkins, M.D., 

Clinical Instractor in Gynecologyf Northwestern University Medical School ; Gynsecolo- 
gist to St. Luke's, Wesley and Provident Hospitals, Chicago. 

The treatment of endometritis due to malignant disease, syphi- 
lis, tuberculosis and the like, need not be considered. The treat- 
ment of cervical and corporeal endometritis will not be considered 
separately, because they are usually associated, and because, when 
endoservicitis exists alone, it is usually consequent upon laceration. 

For convenience, endometritis will be classified as acute septic, 
acute gonorrhoeal, chronic catarrhal, chronic septic and chronic 
gonorrhceal. The gonorrhoeal variety is septic, but as it is known 
to be due to a specific cause, it is advisable to treat of it sepa- 
rately. 

I. Acute Septic Endometritis — This variety is usually the result 
of infection introduced at the time of abortion or labor, or by the 
sound or some other instrument in the exploration or treatment of 

♦ Read as part of a symposium. For Discussiotiy see page 64. 
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theuterine cavity. When it is of puerperal origin, the. cavity of 
the uterus should be thoroughly explored under strict aseptic pre- 
cautions. When necessary, an anaesthetic should be given and 
thorough dilatation made. The uterus should then be thoroughly 
irrigated with an antiseptic solution. I believe that it is very im- 
portant to get rid of as much of the septic material retained in the 
uterine cavity, as possible by the use of an antiseptic irrigation, | 

before any abrasions are produced. The intra-uterine douche j 

should always be given under low pressure, and a point which has I 

a large space for the return current should invariably be used. 

If any remnants of placental tissue or membranes be found 
they should be thoroughly removed, preferably with the finger, 
but the placenta forceps or dull curette may be employed. The 
objection to the use of the sharp curette in these cases is quite 
general, because with it, more or less comparatively healthy 
mucous membrane will of necessity be removed. This membrane, 
when intact, guards against infection, and the wound which is left 
after its removal gives the infection direct access to the blood 
vessels and lymphatics of the uterus. The cavity of the uterus 
should again be irrigated with an antiseptic solution, and if the 
uterus does not seem to be in condition to afford free drainage, the 
gauze drain should be inserted. If a distinct suppurating cavity 
is present, the use of a tubular drain may be advisable. In a case 
under my care, in which a distinct suppurating cavity existed in one 
of the horns of the uterus, gauze drains proved inefficient. Tubular 
drainage would probably have hastened the recovery in this case. 
If there is suppuration or necrotic tissue in the uterine cavity, 
daily intra-uterine irrigation or packing will be necessary as long 
as the condition persists ; otherwise, vaginal douches may be 
sufficient. 

When infection occurs from the introduction of instruments 
into the uterine cavity, vaginal douches and constitutional treat- 
ment may be all that is required. If necessary, the uterus may be 
irrigated and drained. If the cervix has been sutured, the sutures 
should be removed, the wound left open and cauterized. 

2. Acute Gonorrhaal Endometritis. — Before considering this vari- 
ety of endometritis, I will submit the following questions : 

(i) In what proportion of cases of gonorrhoea in the female 
does the infection extend into the uterus ? 

(2) How can this extension be prevented ? 

A. Martin is of the opinion that gonorrhoea extends into the 
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uterus in a minority of cases. Most of the authorities whom I 
have had occasion to consult do not consider this question. 

In the majority of cases of acute gonorrhoea which I have treat- 
ed, recovery has taken place without infection of the endometrium. 
I am of the opinion that gonorrhoea will seldom extend from the 
vagina into the healthy uterus during the inter-menstrual period, 
providing that ordinary cleanliness be observed. During health, 
bacteriological investigation has shown that the cervix with its 
canal filled with leucocytes guards the cavity of the uterus against 
invasion of the bacteria which normally exist in the vagina. When 
uterine leucorrhoea exists and during menstruation, this protection 
to the uterine cavity is removed. Gonococci thrive better in blood 
serum than in any other known culture medium. I believe, there- 
fore, that when gonorrhoeal vaginitis exists, vaginal douches of 
the temperature of the blood should be used during menstruation, 
and that in, cases of gonorrhoea, the cavity of the healthy uterus 
should not be invaded by the sound, dilator, curette or irrigator. 

If gonorrhoea occurs in a patient subject to uterine leucorrhoea, 
specific infection of the endometrium is almost certain to occur. 
The necessity of active treatment of vulvar and vaginal gonorrhoea 
as prophylaxis against specific endometritis is obvious. 

Pozzi believes that the treatment should principally consist of 
the frequent use of slightly caustic and intra-uterine irrigations. 

Polk advises treating the disease on the principles advocated 
in the treatment of gonorrhoea in the male. The cervix is dilated in 
narcosis, the uterus irrigated with about one quart of a one to thiee 
thousand solution of bichloride of mercury, and the uterus packed 
with sterile gauze. He has used the curette in four cases, but in 
all these, salpingitis resulted, which caused him to discontinue its 
use. He objects to the use of caustics for the same reason. 

** The American Text-Book of Gynaecology** advises irrigation 
of the uterus and dressing with gauze. If peritonitis or salpingi- 
tis occur, it states that curettage is necessary. 

Reamy advises the use of the sharp curette. 

I believe that in cases where the amount of discharge is slight, 
intra-uterine treatment is not advisable, because of the danger of 
producing a mixed infection which increases the risk of the occur- 
rence of salpingitis and peritonitis, as it is probably a demonstrated 
fact that gonorrhoeal inflammation has but little, if any, tendency 
to cause suppuration. 

3. Chronic Catarrhal Endometritis, — It may be said that this term 
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is a misnomer ; that inflammation cannot occur without the pres- 
ence of bacteria ; and that, as Boulanger says, ** All or nearly all 
cases of endometritis are caused bv a microbe/* We are, how- 
ever, forced to use this nomenclature, since at present there is no 
other name to take its place. Pozzi suggests that it be considered 
a clinical and not a pathological term. 

The treatment will vary in accordance with the cause, whether 
constitutional, symptomatic of some pelvic disease, or local. Some 
of the consl^itutional disturbaaces which may require treatment 
are : anaemia, faulty elimination such as renal insufficiency as Dr. 
Etheridge has described, constipation, and conditions which tend 
to keep the pelvic organs congested, such as improper dress, occu- 
pations which require much standing, and affections which cause 
a sluggish circulation. 

Any pelvic diseases which inteifere with uterine circulation, 
such as uterine displacement, pelvic inflammation outside the 
uterus, and pelvic neoplasms will require appropriate treatment. 
In all cases of catarrhal endometritis these conditions should be 
sought for, and, if found, should be treated before remedies are 
applied directly to the endometrium. This is especially true when 
this symptom affects the unmarried woman. 

By local treatment is meant the^ direct application of remedies 
to the endometrium. Schultze advises dilatation of the cervix 
with laminaria tents, and frequent copious intra-uterine irrigation 
of one to flfty catholic acid solution. 

Pozzi thinks this kind of treatment suitable for mild but not 
for severe cases. 

The ** American Text-Book of Gynaecology** objects to the use 
of caustics because sloughs occur, and thus the endometrium 
becomes suppurative, and peritonitis and salpingitis may re- 
sult. 

Reamy believes that when constitutional remedies fail to effect 
a cure, the curette should be used. 

Skutsch advises the daily use of irrigations of a three per cent, 
solution of bicarbonate of soda to dissolve the mucus, followed 
by irrigations with carbolic acid, bichloride of mercury or lysol, 
but believes that washing out of the secretion is the more impor- 
tant part of the treatment. 

Von Winckel recommends for mild cases irrigation with the 
soda solution, followed by applications of liquor of sesqui-chloride 
of iron. In the obstinate cases he advocates free dilatation, curet- 
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tage without irrigation, dry mopping of the uterus with cotton, 
and application of the iron solution. 

Skene employs, usually without dilating, a few drops of mild 
antiseptic and astringent solution injected with a pipette, and ob- 
jects to irrigation, injection, mopping and the use of tents. Where 
hypertrophy of the mucous membrane exists, he employs the 
curette. 

Thomas depends on constitutional remedies, applies no medi- 
cines above the internal os, and recommends the use of the dull 
wire curette to remove fungous growths. 

Mund£ dilates, uses the dull curette and cauterizes with chlo- 
ride of zinc. He objects to injection and irrigation because he con- 
siders them dangerous, and depends on. appUcations with swabs. 

This diversity of opinions and methods of treatment of authori- 
ties seems to indicate that the so-called office treatment of catar- 
rhal endometritis is not especially effective. 

My experience with injections, irrigations and swabs in the 
treatment of catarrhal endometritis has been limited ; I have not 
used them systematically, and the results have been unsatisfactory. 
When glandular hypei trophy exists, the use of thorough curet- 
tage, irrigation and drainage is the quickest, safest and most effec- 
tive means of treatment. 

4. Chronic Septic Endometritis. — The prophylactic treatment of 
chronic septic endometiitis has not received the attention in the 
liteiature which its importance deserves. Many cases of this affec- 
tion result from puerperal infection and can probably be prevented 
by appropriate treatment. In treating puerperal cases, the ad- 
visability of intra-uterine treatment should be considered, not only 
as regards the saving of life, but also as regards the remote health 
of the patient. As many cases of puerperal endometritis will re- 
sult in chronic septic endometritis if appropriate intra-uterine 
treatment is not employed, these cases should invariably be sub- 
mitted to thorough exploration of the uterine cavity for remnants 
of decidual or placental tissue and treated according to indications. 

If it were possible to stop the careless and useless employment 
of the uterine sound, as frequently practised, the number of cases 
of chronic septic endometritis would be greatly diminished. 

The pathological anatomy of chronic septic endometritis is 
such as to make it obvious that treatment by injections, irriga- 
tions, and swabs can be of little or no service, and, therefore, these 
methods of treatment need not be considered. 
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The enthusiastic advocates of electro-therapeutics seem to be- 
lieve that nearly all cases can be cured by this means, but others, 
after a thorough trial, have abandoned the use of this remedy. 

The ** American Text-Book of Gynaecology" states that cur- 
rents too weak to destroy bacteria cause death of tissue, inhibit 
the action of leucocytes and cell-proliferation and thus deprive 
nature of its power of combating disease and of repairing lesions. 

Fehling, Ahfeld, Schwartz, Jackson, Outerbridge, and New- 
man have advocated the use of glass, hard rubber or metal intra- 
uterine drains. These appliances do not give sufficient space to 
permit free escape of the muco-purulent discharge. Pozzi be- 
lieves that foreign bodies, aside from gauze in the uterus, tend to 
aggravate the infiamm^Jn^^^ Mp"*"***"^^ 

The rational tiyiMpViTi of ^vr6nife^^ptic endometritis, based 
upon the pathologjfi^s to remove the ^^Impurating mucous mem- 
brane as completely asj^^lgljris^j^gto^a^der the uterine cavity 
as aseptic as pos6i#le, and if necessauryto establish drainage. 
The depth of the \trioular glands^s spr great and their calibre 
is so small that it is imp^i^i^Ao^gsBlive them before cure can be 
effected. To use caustics^of sufficient strength to destroy the 
hypertrophied tissue and to kill the bacteria, is probably certain 
to prevent perfect regeneration of the endometrium. 

The belief is almost universal that the curette is the best agent 
for the removal of the suppurating membrane in chronic septic 
endometritis. Observations have been made which show that the 
endometrium is perfectly regenerated after curettage, and that the 
time necessary for the accomplishment of this regeneration is 
about two months. 

A. Martin believes that curettage can be more thoroughly done 
with the blunt than with the sharp instrument. Thomas prefers 
the blunt wire curette. In the hands of an experienced operator, 
the general opinion is in favor of the sharp wire or spoon curette, 
notwithstanding the opinions of Thomas and Martin. The dull 
curette is the safer instrument for the inexperienced operator. 

Curettage can be thoroughly done only with free dilatation and 
under narcosis. The technique of curettage has been so frequent- 
ly and so well described that it is not necessary to give it in detail. 
I desire, however, to emphasize the necessity of using a cervical 
speculum in order to thoroughly pack the uterine cavity, and not 
simply plug the cervical canal. 

After curetting, a mild caustic or active antiseptic should be 
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used, because it is impossible tO remove all the mucous membrane 
with the curette. Any one who believes that this is possible would 
be convinced of his error if he would curette a uterus, and then 
remove the uterus and examine its cavity. 

After curettage, Dr. Henrotin advises the use of peroxide of 
hydrogen. This would seem to be an effective remedy. Carbolic 
acid, tincture of iodine and bichloride of mercury are also valuable 
remedies for the eradication of the disease in portions of membrane 
not removed by the curette, and for the disinfection of the uterine 
cavity. Bichloride of mercury may also be employed for irrigation 
as has been frequently recommended. Iodoform or other antiseptic 
gauze packing may be used on account of its medicinal action on 
the walls of the uterine cavity. A gauze drain will probably never 
do harm and may do much good. If, however, the cervix was 
patulous prior to the dilatation, and if the position of the uterus 
favors drainage, it may be dispensed with. 

How long should the gauze packing be allowed to remain? 
This should depend upon the condition of the surface of the cav- 
ity. If it be perfectly aseptic when the gauze is inserted, as it 
probably never is, the packing may be left one week or more as 
has been recommended. Otherwise, if it is left more than two or 
three days, secretions which form on the surface of the gauze may 
decompose and reinfect the uterus. I am, therefore, of the opin- 
ion that gauze should never be left in the uterus more than two or 
three days without renewal. 

The after treatment of curettage probably does not receive, as 
a rule, the attention which is its due. If the uterus does not act 
as an automatic drain, the gauze packing should be continued as 
long as the discharge persists, and should be renewed often 
enough to prevent decomposition. If there is a discharge of pus, 
antiseptic intra-uterine irrigation should be continued daily until 
the discharge ceases. If a muco-purulent discharge recurs to any 
extent, a second curettage is probably imperative in order to effect 
a cure. 

5. Chronic Ganorrhoeal Endometritis. — The prophylactic treatment 
was considered under the head of acute gonorrhoeal endometritis 
and so needs no further mention. The infection is usually mixed 
and is, therefore, to be treated according to the principles laid down 
in the treatment of chronic septic endometritis. 

93 East Eighteenth Street. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, November 20, 1896. 

The President, Addison H. Foster, M.D., in the Chair. 

Calcified Uterine Fibroid. 

Dr. M. L. Harris: The patient from whom this specimen was 
obtained was seventy years of age. When about forty years of 
age she noticed a tumor in the abdomen, which gradually enlarged 
for a period of six years, during which time she had irregular and 
excessive menstruation. At the end of this time — that is, when she 
was forty-six years of age, the menopause occurred. Then the 
tumor was very large and filled the entire lower part of the abdo- 
men. After the menopause the tumor gradually became smaller 
and for a period of over twenty years gave her no trouble what- 
ever. A year ago she began to have pains with increasing consti- 
pation. These pains increased in severity and became so acute as 
to require constant administration of anodynes. The constipation 
became very obstinate, requiring cathartics and injections of the 
severest type to effect evacuation of the bowels. This was the con- 
dition when I saw her about ten days ago. Upon making an 
examination the tumor could be easily felt attached to the uterus. 
It was freely movable, and from the fact that it had existed for so 
many years without giving trouble I reluctantly attributed the 
constipation to the tumor and tried to dissuade her from an opera- 
tion. She had suffered so much, however, that she had her mind 
made up to have an operation performed. Her suffering was so 
intense that she said she would rather die than live any longer. 
I finally concluded to operate. On opening the abdomen the 
tumor was found springing from the fundus of the uterus. This 
little denuded spot here (illustrating) is where the tumor was at- 
tached to the uterus. These spots on the posterior surface of the 
tumor are where two loops of the ileum were attached. The two 
loops were drawn into the pelvis, so that they were sharply flexed. 
The explanation which I made of the trouble was that so long as 
this tumor was large and outside of the pelvis, in the abdominal 
cavity, it gave no trouble, but as it became smaller and smaller 
and increased in specific gravity, as you will see by becoming 
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calcified, it dropped in the pelvis and the trouble began. In 
dropping down it pulled the two loops of the ileum with it so that 
they were sharply flexed and caused intestinal obstruction. The 
tumor was removed with the greatest ease; in fact, after detach- 
ing the intestines I simply picked it off. There was no circulation 
to it, and it left on the fundus of the uterus the slightest incrusta- 
tion of calcified matter, which with the finger-nail was scraped off 
with the loss of scarcely a drop of blood. The operation required 
but a few minutes, consequently there was no shock. The patient 
rallied from the operation which scarcely affected the pulse in any 
way. She did nicely for twenty-four hours. On the second day 
after the operation I received a letter from the attending physi- 
cian saying that the patient had done well for this length of time. 
The next day he received a telephone message to come imme- 
diately and on his arrival found the patient had suddenly become 
comatose, with stertorous breathing, and died. The pulse was 
strong and full and kept so up to the time of death. 

Discussion. 

Dr. Newman: What is your theory in regard to the cause 
of death? 

Dr. Harris: I do not know. I wrote the attending physician 
for full information in regard to it, but I have not heard from him 
since. He said that the patient did well for the first twenty-four 
hours. 

Dr. Henrotin: How old did you say the patient was? 

Dr. Harris : Seventy years of age. 

Dr. Watkins: What was the condition of the kidneys? 

Dr. Harris: The urine was examined and the kidneys were 
apparently all right. 

Dr. Dudley: I did not hear the report, but desire to make a 
remark on the specimen because it calls to mind very distinctly a 
case in which I removed a similar tumor. The tumor was a little . 
larger than this. When I cut down and explored the body of the 
uterus I felt something hard underneath the subperitonaeal struc- 
tures of the uterus. As I examined it carefully I felt something 
else, something like a foetal skull. I was afraid that the woman 
was pregnant and that I had the fcetal skull under my hand. The 
sutures and the fontanelles were very closely imitated. Dr. Gour- 
lay, the family physician who was present, reported that he had 
been giving intra-uterine electricity for a number of months. The 
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condition was so deceptive that I cut into the uterus only with 
great trepidation and found a calcified tumor. It was only upon 
the attending physician's strong conviction of the impossibility of 
pregnancy that I dared go on with the operation. 

Dr. Henrotin: How old was the patient? 

Dr. Dudley : About thirty-five years of age. The case occurred 
in the practice of Dr. Gourlay of Downers Grove. 

Dr. Henrotin: Have you ever come across such a case in old 
people? 

Dr. Dudley: I have seen three or four cases. In one the 
tumor was all broken down and inside of the uterus only a frag- 
mentary shell was left. In one case, referred to me by Dr. H. S. 
Davis, Jr., there was carcinoma uteri in addition to the calcified 
tumor. 

Dr. Henry P. Newman: I had an instance lately of calcareous 
deposits resulting from trauma of uterine tissue. The patient had 
had both ovaries removed several years ago and was sent to me for 
the cure of extensive adhesions which resulted. 

Upon opening the abdomen I found over the fundus and pos- 
terior surface of the uterus numerous calcareous deposits corre- 
sponding to the bite of volsellum forceps, and to such an extent as 
to require use of a curette for their removal. 

I refer to this in connection with the above specimen to illus- 
trate how slight trauma of uterine tissue may produce calcareous 
deposits. 

Cystic Tumor, 

Dr. J. T. Binkley, Jr.: The photographs which I exhibit are 
of a colored woman upon whom I, with the assistance of Dr. Wat- 
kins, operated about two years ago. This case is none the less 
interesting because of the delay. I show the pictures because of 
the enormous size of the tumor. The fluid in the tumor weighed 
one hundred and seventy-five pounds, and the solid portion of the 
tumor weighed fifty pounds. The weight of the patient before opera- 
tion was three hundred and ninety-six pounds. The case termi- 
nated fatally, I believe, because of the too rapid delivery of the fluid. 

The tumor was very heavy, thick-walled, with numerous adhe- 
sions, which were separated without great difficulty. The pa- 
tient's heart was noticeably affected whenever traction was made 
upon the tumor. This, I think, was reflex irritation of the pneu- 
mogastric by tension upon the mesentery and stomach. 
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I recall a case nearly as large in the practice of Dr. Byford, in 
which I assisted, some four years ago, in which numerous vessels, 
some as large as one's finger, were ligated. Secondary haemor- 
rhage made it necessary for the abdomen to be opened a few 




Fig. I. — Cystic Tumor (Side View). 



hours after the first very prolonged operation, which Dr. Byford 
did almost unassisted, locating and tying some bleeding vessels 
directly below the stomach. 

This remarkable case, strange to say, made a perfect re- 
covery. 
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Fibroid of the Uterus following Double Salpingo-Oophorectomy, 

Dr. Binkley: I also present photographs showing a fibroid de- 
velopment in the horn of the uterus following a double salpingo- 
oophorectomy. The ovariotomy was performed by Dr. Byford 




Fig. 2.--Cystic Tumor (Front View). 

some three years ago. The uterus was recently removed at- the 
Chicago HospitaL 

I have no plate showing a section of this tumor, but it was found 
to have entirely enveloped the ligature of the right horn, from 
which this fibroid developed. 
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Discussion. 

Dr. T. J. Watkins: Dr. Binkley may remember that whenever 
traction was made upon the tumor under discussion the patient's 
heart was invariably affected. 




Fig. 3. — Cystic Tumor (Patient in Bent Posture). 



About four weeks ago I operated upon a women who had a 
tumor weighing seventy pounds with universal adhesions. The 
interne, who was giving the anaesthetic, stated that at times the 
pulse became imperceptible, and this condition was synchronous 
with traction on the mesentery. It is quite probable traction on 
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Fibroid of the Uterus following Double Salpingo-OOphorectomy. (See page 57.) 

Fig. I.— (2) Tumor in Douglas* Pouch; (3) the opposite stump; (4) the fundus; 

(5) the cervix. 




Fibroid of the Uterus following Double Salpingo- Oophorectomy. (See page 57.) 

Fig. 2. — Anterior view of uterus; (6) ligature on left side; (8) tumor at the 

right horn. 



the mesentery was the cause of the depressed heart action in these 
two instances. 

Dr. J. A. Lyons: Mr. President, I wish to say but a word or 
two in regard to the large tumor removed by Dr. Binkley. 

I had the pleasure of being present during the very formidable 
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operation, noting the condition of the pulse throughout its entire 
progress, so that I can readily recall the peculiar heart action alluded 
to by Dr. Watkins. However, I did not particularly notice that it 
was synchronous with tension upon the mesentery. 

In contradistinction, therefore, to the idea presented by Dr. 
Watkins. I should rather incline to believe that the action of the 
patient's heart was due to the sudden change in the blood supply, 
a great number. of the abdominal vessels being unavoidably al- 
lowed to bleed during the hasty removal of the excessively large 
tumor, hence the return circulation was unsteady and inefficient, 
so that an irregular heart action, followed later by entire collapse 
in diastole, was a natural result in an otherwise weakened and 
shocked condition. 

Dr. Fernand Henrotin: I would make the one remark rela- 
tive to the statement frequently made that after removal of the 
ovaries and tubes shrinking of the uterus occurs. This is apropos, 
because we have here a specimen in which a fibroid developed 
after pressure made around the stump. It reminds me strongly 
of a case I operated on seven or eight months ago, where I had 
removed diseased ovaries and tubes very carefully and closely 
to the uterus some twenty-two months before. At that time the 
uterus was small, atrophied, and rather undeveloped. It was in 
a young woman. The body of the uterus was not larger than two 
small thumbs. The patient was ill, complained of menorrhagia 
and other symptoms. In the second laparotomy, I incised through 
the old scar later, and found the uterus about four times larger 
than it was at the first operation. It was a perfect specimen of 
a fibroid of the uterus, which developed in the body of the organ. 
These remarks are simply offered as a refutation of the claim fre- 
quently made that the uterus atrophies after removal of the appen- 
dages. It is furthermore an argument in favor of removal of the 
uterus when we have occasion to remove both tubes and ovaries, un- 
less there is some contraindication. 

Dr. Henry T. Byford: I believe with Dr. Henrotin that when 
the ovaries and tubes are excised we should, if possible, remove 
the uterus. The effect of the ligation upon the uterine circulation 
is temporary, and an endometritis may counteract, to a ^eat 
extent, the beneficial influence of the artificial menopause which 
results. Permanent ligatures, such as silk ones, should not be left 
in the abdominal cavity, as they are likely to produce irritation, as is 
proven by the case mentioned by Dr. Binkley. 
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Dr. Binkley: I would like to ask Dr. Byford if he uses catgut 
in tying off the broad ligament? 

Dr. Byford: I use nothing but catgut. 

Dr. Binkley: Do you tie it off en masse f 

Dr. Byford: I first tie the ovarian arteries with a little of the 
broad ligament, then I tie the uterine arteries, and then with a 
third ligature I take in the whole ligament. 

Diffuse Peritonitis. 

Dr. Binkley: I wish to briefly report a case of diffuse peritoni- 
tis which is of great interest. Dr. McArthur and I operated night 
before last at six o'clock. The patient was a young woman 
twenty-four years old, and was brought into the hospital day be- 
fore yesterday at noon. She had every symptom of appendicitis. 
She was perfectly well until Monday noon, when temperature de- 
veloped with general abdominal pain, decidedly marked at the 
centre of the abdomen. She was sick all Monday night and 
vomited frequently on Tuesday. Wednesday morning Dr. Yount 
brought her to me. She was in g^eat pain. Dr. Steele and I ex- 
amined her, and found that there was more tenderness on the right 
side than on the left. She had that peculiar facial expression which 
attends general peritonitis — open mouth, lips drawn back, breath- 
ing rapid, and her temperature was loi**. Dr. Steele and I thought 
we would watch her a few hours, and endeavor to get an action of 
the bowels. We succeeded, with small doses of calomel given every 
thirty minutes, until a grain and a half had been given, in effecting 
one or two slight movements of the bowels. Considerable flatus 
was also expelled. 

The symptoms became very much worse, and I determined to 
operate. I wanted counsel, and Dr. McArthur came at six o'clock. 
Everything was ready to take the patient immediately to the operat- 
ing-room. As soon as the patient was anaesthetized I made a vaginal 
examination. Slight pathology could be found along the uterine 
appendages on either side. The patient presented every appearance 
of diffuse peritonitis, and we thought it was due to appendicitis. 
We could not be certain, however, and decided to compromise upon 
the Hne of incision. This was made just to the right of the left 
rectus. A free incision was made, and pus escaped immediately. The 
entire abdominal cavity was plastered with lymph, and the bowels 
were very much congested. 

Our first procedure was to feel for the appendix, which we 
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found absolutely normal. We next examined the pelvic organs, 
and found the tube very highly congested, and slightly enlarged. 
I could not, however, press out any pus from the fimbriae. In 
fact, the tubes did not appear sufficiently diseased to account for 
her condition. We therefore carefully delivered and examined all 
of the intestines which could be brought out of the cavity. As we 
ascended toward the diaphragm, the intestines and peritonaeum 
appeared more normal. We therefore believed that while the 
tubes gave but little evidence of disease, the origin of the trouble 
must have been in them. The abdominal cavity was thor- 
oughly washed out with hot normal salt solution, at no** F. The 
intestines were also thoroughly washed, and kept protected with 
hot towels wrung out of normal salt solution. A large rubber 
drainage tube was inserted through Douglas' cul-de-saCy and a large 
AJikulicz's drain was placed in the pelvis. At the conclusion of the 
operation those present thought the patient would die in from one 
to three hours. 

I am happy to say to you that now, at the end of two days, the 
patient is improving. 

Dr. Newman: What was the pulse prior to the opera- 
tion? 

Dr. Binkley: It was iio°. When I telephoned Dr. McArthur 
that I had to deal with a case of diffuse peritonitis, with pulse of 
no**, he replied, "Very improbable. I do not believe it is diffuse 
peritonitis." Upon his arrival, he very quickly verified the diag- 
nosis, which the operation proved beyond a doubt 

Dr. Newman: In any previous case do you know of a pulse 
of iio°? 

Dr. Binkley: No, I have known it to be 150 to 160. The pulse 
was certainly very misleading in this case. If this case recovers, 
my percentage of recoveries in diffuse peritonitis will be just fifty 
per cent. At the date of reviewing this paper, eleven days after 
the operation, the patient is eating and sleeping well — ^tempera- 
ture normal. She will undoubtedly recover. 

The following papers were then read: 

Classification of Inflammation of ttie Uterus and its Relation to Circum- 
uterine Inflammation. 

By E. C. Dudley, M.D. 

(See page 19.) 
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A Basis for the Diagnosis of tlxe so-called Inflanmaiory Diseases of the 

Uterus, 

By C. S. Bacon, M.D. 

(See page 30.) 

The Prognosis of Inflammatory Conditions of the Uterus, Endometritis 

and Metritis. 

By J. T. BiNKLEY, Jr., M.D. 

(See page 43.) 
Treatment of Endometritis, 
By T. J. Watkins, M.D. 

(See page 45.) 

On motion the discussion on these papers was postponed until 
the next meeting. 

Official Transactions. 

T. J. Watkins, Editor of Society, 
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THYROID AND OVARIAN THERAPY IN GYNE- 
COLOGY.* 

By Henry B. Stehman, M.D., 

One of the Gyniecologrist to the Presbyterian Hospital. Chicago. 

At the present time, the relation which subsists between special 
organs of the body and general nutrition is receiving unusual atten- 
tion. As this subject becomes more fully understood it seems ap- 
parent that (^Waller) the waste of one organ serves as raw material 
for another, and that this **interorganic" relation plays an impor- 
tant part in general metabolism. 

How this influence is exerted we do not know. Some suppose 
that the secretion of these special organs affects nutrition by re- 
moving toxic substances which result from tissue change (Shafer). 
That, for example, one of the functions of the ovary is to elimi- 
nate organic toxins through the menstrual flow (Spillmann and 
Etienne); that the secretion of the thyroid favors uric acid excre- 
tion and thus increases nitrogenous denutrition (Irsai, Vos, and 
Gara) ; while others maintain that general nutrition of the body, and 
more especially the central nervous system, is affected by this glan- 
dular secretion entering the blood (Howell). 

Whether the truth is found in one or both of these hypotheses it 
is difficult to determine, but we do know that these glands are so im- 
portant to the general metabolism of the body that to remove some 
resuls in profound nutritive disturbances, while the removal of 
others is quickly followed by death of the individual. 

By the side of these serious, indeed fatal, pathologic changes 
which follow the removal of these organs or glands, we have the 
most interesting fact that these morbid phenomena in a measure 
disappear after the ingestion of these substances. Landau states 
that ovarian tissue given after oophorectomy seemed to him to 
modify the distressing nervous symptoms which usually follow this 
operation. In myxoedema, which is the invariable sequence of 
thyroidectomy, and which in women is accompanied by exhaustive 
menorrhagia, we find striking improvement following the exhibi- 
tion of either thyroid substance or its extract. 

But more than this, the pathologic disturbances which have fol- 
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lowed the removal of various glands have served not only to throw 
additional light on their physiologic importance, but these same 
morbid symptoms have suggested this fact, that when thev appear 
in the course of any deranged condition of the body, they su>»sid2 
upon the ingestion of tissue from a gland similar to the one whos? 
removal is followed by these same phenomena. We have learned 
that the ovary has not only an external secretion (ovulation) and 
is active in producing the menstrual function, but that, in addition, 
it possesses an internal secretion w^hich, similar ^to the testicle, 
modifies nutrition (Spillmann and Etienne) ; that the internal secre- 
tion, elaborated by the thyroid gland, which even in the presence 
of mineral acids (Baumann) maintains its integrity, exerts a vaso- 
constrictor influence upon the circulation, and consequently can be 
utilized in those conditions which follow vaso-dilatation, as the fol- 
lowing cases will show : 

Case I. — Mrs. A., aged forty-one. Widow. 

Mother sickly for a period of ten years, before, during, and 
after menopause, owing to excessive metrorrhagia. First child 
born eighteen years ago; convalescence fair. Second child born 
two years later; health poor, patient suffering from great exhaus- 
tion. Six years later patient had a severe menorrhagia, confining 
her to bed for nine weeks; from that date to three years a^o men- 
struation has continued excessive, obliging her to remain in 
bed three or four days each month. During six years of this period 
she received local treatment, which at times gave considerable 
rehef. 

Three months previous to October, 1893, there was a complete 
suppression of menstruation, which preceded an extensive dis- 
charge lasting for five weeks. Three weeks later haemorrhage for 
eight days. Suppression for three months, which was again fol- 
low-ed by a severe metrorrhagic discharge of seven weeks' dura- 
tion, during which time she was repeatedly curetted. Three 
weeks later a recurrence, w-hich lasted for eight days, being the 
same in quantity. Suppression for eight weeks, followed by a re- 
currence lasting twelve days. September, 1894, rest for six weeks, 
which was followed by a copious haemorrhage lasting twelve days, 
and which was controlled by ergot Up to February, 1895, men- 
struation regular, but excessive. A curetting in one of the hos- 
pitals in the city was performed about this time, which was fol- 
lowed by amenorrhoea for three months; this in turn was suc- 
ceeded by a persistent haemorrhage of three weeks' duration. 
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which almost cost her her life, and was only controlled by vigorous 
tamponade, hot douches, and internal medication. Three weeks 
later she returned to the hospital for curettage and repair of a 
cervical laceration, when she was again seized with a similar attack. 
She was informed that an abundance of intra-uterine polypi were 
removed, after which no menstrual flow appeared for nine weeks, 
which brings us to January, 1896. Up to March inclusive menstrua- 
tion was regular as to time, but excessive in amount. 

Curettage was performed in April, with a result similar as de- 
scribed before; two months elapsed again without any sign of 
menstruation. She came under our care July 29, when she had 
already been flowing for eleven days, and in spite of vigorous local 
and internal treatment, the flow did not fully cease until six days 
later. Previous to her admission her attending physician, as well 
as the consultants, advised hysterectomy as the only means of re- 
lief, and it was for this purpose that she was sent to me at the hos- 
pital. Examination revaled nothing special as regards the annexa, 
but the OS was patulous, cervix soft, uterus large, admitting uterine 
probe a distance of four inches. The case was regarded simply as 
one of uterine hyperaemia dependent upon the menopause, and was 
so treated. Owing to the pronounced anaemia in consequence of 
the excessive loss of blood she was kept quiet in bed, but in spite 
of the ergot and astringents administered internally, three weeks 
after the cessation of the haemorrhage she began to flow again, and 
although in the earliest stage uterine tamponade was resorted to, 
nine days elapsed before it entirely ceased. 

September 3 we began the thyroid tablets three times a day, 
each tablet representing about one-sixth the size of a sheep's 
thyroid. Aside from a daily vaginal douche no other treatment was 
given; the latter part of the month patient menstruated for four 
and a half days, the quantity being normal in amount. The treat- 
ment was continued, patient being up and about all the time. Four 
weeks later menstruation was normal in quantity and amount. 
While there appeared no evidence of any disturbance due to the 
thyroid exhibition, we decided to lessen the quantity and also the 
frequency of the dose, giving the amount of one tablet daily. At 
the end of three weeks menstruation occurred again, the discharge 
being about the same as the previous two months. Another men- 
struation followed this, with same result. 

Case II. — Mrs. , aged twenty-seven. 

Menstruated at eleven. Had always been painful, the pain being 
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such as would suggest obstructive dysmenorrhoea, the discharge 
invariably profuse. Married eleven years ago. Never pregnant. 
No history of specific vaginitis. Three years ago menstruation be- 
came more painful and more excessive and also irregular, occurring 
at intervals of one, two, or three weeks, and lasting from six to nine 
days, confining patient to bed. 

First examination revealed pelvic viscera completely ankylosed 
in one indistinguishable mass. There was great tenderness in the 
region of the cul-de-sac, more upon the left than the right side, but 
the recognition of visceral outlines was impossible. She came to 
me with a diagnosis of uterine fibroma. Thyroid tablets were pre- 
scribed same as in previous case and continued during menstrua- 
tion, which she reported was less in quantity than at any time dur- 
ing the past two years. The following month patient presented 
a still more favorable report, for the flow was not only less than 
the previous month, but pain was entirely absent. After two 
months' exhibition of the thyroid, a remarkable change has taken 
place in the pelvis. The uterus can easily be outlined, which by 
the pelvimeter measures four and one-half inches, and is readily 
moved, causing no pain. The right ovar>' hangs suspended some- 
what below its normal position, whereas the left occupies the cul-de- 
sac to the left of the median line and is quite tender on pressure. 
Patient's general health considerably improved, with anaemia far less 
pronounced. 

Case III. — Mrs. , aged thirty-nine. 

Married. Had several children and enjoyed very good health 
until after losing a three months* foetus about a year and a half 
ago. After this accident convalescence was slow. Subinvolution 
of uterus was quite marked, which was further complicated by a very 
pronounced purulent endometritis. The size of the uterus was 
suggestive of myomatous degeneration; in fact, she was for two 
months under treatment for uterine fibroid. One year ago patient 
came under my care; thorough curettage was done and the endo- 
mentrium painted with fifty per cent, carbolic acid with alcohol. One 
month later high amputation of cervix was done after Schroeder's 
method. After this, patient improved in general health quite per- 
ceptibly, but in spite of internal use of syrup of calcium iodide, with 
intra-uterine alterative treatment persisted in for months, the uterus 
failed to diminish much in size. Menstruation was regular, but, as 
she said, always profuse. 

After taking thyroid tablets for over three months, allowing an 
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interval of rest to intervene occasionally, the patient reports that 
her extreme nervousness has marvellously improved. She further 
states that during this period her menstruation has not only been 
less in quantity, but shorter in duration. During this time no sub- 
jective symptoms attributable to the treatment ever appeared. The 
uterus to-day is fully one-third less in size than it was at the be- 
ginning of the thyroid treatment, and this diminution began to be 
perceptible two months ago. 

These cases, and others which I will not report, seem to me to 
present a strong presumption that the thyroid substance does in- 
hibit the blood supply of the pelvic viscera. Moreover, it would 
appear that the continued exhibition of the gland caused such pro- 
nounced nutritive changes that not only do pathologic conditions 
disappear, but that even the habit of profuse menstruation, which 
seemed firmly established, yielded to its influence. 

But, by the side of a therapy which would seem to inhibit the 
menstrual function, I desire to place another glandular substance 
which a limited experience from therapeutic observation, together 
with clinical facts, warrants at least a suspicion that deficient ovarian 
secretion may frequently account for amenorrhoea. 

To the dual function of reproduction and the regulation of 
menstruation, we must concede to the ovary an additional func- 
tion, viz., that of internal secretion. Moreover, it becomes a ques- 
tion whether the latter may not be a factor in menstruation — ^that 
is, whether the activity of the ovary may not be deficient and in 
consequence the nutrition of the central nervous system necessary 
to a healthy physiological performance of this act be lacking. It 
seems to me that what evidence we have points in that direction, and 
warrants us in the effort to improve nutrition by the administration 
of ovarian substance. 

This hypothesis, furthermore, explains the nutritional changes 
which occur at puberty in the female; the phenomenal develop- 
ment of young pregnant women, and the general improvement in 
nutrition of the pregnant of any age. It explains why the nervous 
phenomena which are so distressing at the normal menopause, or 
when it is artificially induced, seem relieved upon the administra- 
tion of this extract. Furthermore, it would appear that by increas- 
ing the quantity or possibly improving the quality of ovarian se- 
cretion by its internal administration as contained in ovarian struc- 
ture, we supply that which is needful in healthy physiologic tissue 
change, to produce normal menstruation. 
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Case I. — Miss , aged eighteen. 

Menstruation began at thirteen; has been fairly regular until 
twelve months ago. During this last year she has had nothing but 
a slight vaginal discharge, no evidence of menstruation. She is 
fairly nourished, eats and sleeps well, but becomes easily exhausted 
upon the slightest exertion. Complains of continual headache. She 
has had no treatment. No evidence of any physiologic cause for 
the amenorrhoea. 

For two weeks she received a general tonic ; then one tablet of 
ovarian extract three times a day, the tonic being discontinued. 
Twenty-one days later she called at my office and stated that a 
bright menstrual discharge had appeared that morning, and I 
learned afterward that the flow continued for six days. Menstrua- 
tion has appeared regularly since then. 

Case IL — Mrs. , aged thirty-seven. 

Nutrition fair, exceedingly neurotic. Had one miscarriage, and 
later one child seventeen years ago, from which time she dates her 
suffering, such as pain in reagion of each ovary, backache, shooting 
pains in the limbs, etc. Local examination revealed all the symp- 
toms which accompany endometritis. 

The uterus was curetted and a lacerated cervix repaired. Fol- 
lowing this treatment she improved somewhat, but the dysmenor- 
rhoeal pains still persisted, and as for the backache, she was never 
free from it. One ovarian tablet was prescribed t. i. d.; after one 
month she reported that she passed through her sick week with the 
greatest comfort. No pain of any kind; even the backache was 
gone. In addition to this, she insisted that her nervous symptoms 
had subsided in a great measure, and that she considered herself 
well. Upon further interrogation, I found that she suffered less 
from mental and physical fatigue than formerly, that her work 
was less tiresome, and that she seemed to be under the influence 
of a powerful muscular and nervous stimulant These symptoms 
are strongly suggestive of those who follow the ingestion of testicu- 
lar extract (Howell). 

As additional evidence that the administration of ovarian tissue 
modifies ovarian nutrition, I would report the following case: 

Case HI. — Mrs. , aged twenty-eight. 

Married six years. Three years ago she aborted at three 
months' gestation. Since then she has not been well, suffering 
especially at her menstrual periods. This dysnienorrhoea was of 
the ovarian type. Local examination revealed a uterus that had 
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undergone hyperinvolution ; the fundus seemed only half the size 
of that of a normal uterus, and the canal diminished fully one- third. 
The broad ligaments, ovaries and tubes normal so far as can be 
discerned by touch. 

The administration of the ovarian tablets in this case relieved 
the ovarian pain entirely, but it appeared in the uterus. Previous 
to taking the tablets the uterus was entirely free from pain, but 
after the ovaries were relieved and uterus suffered. The pain 
was expulsive in character, and the discharge, while clotted, was 
quite profuse. 

As to the therapeutic value of ovarian extrj^ct in the relief of 
those nervous phenomena which follow double oophorectomy I 
cannot speak positively, because observations have not yet been 
made in a sufficient number of cases. Those cases which I have 
studied certainly suffered less distress than is usual, but whether 
this comparative freedom from the hot and cold flashes was due to 
the extract it were better to leave more extensive clinical facts to 
decide. 

In those cases of neurasthenia, with poor nutrition, and in con- 
sequence disordered pelvic function, ovarian tissue is truly indicated. 
The extract not only modifies the nutrition of the ovary, but 
also general nutrition, and this return to the normal makes physio- 
logic process possible. 

I have also noticed that some of the patients who were taking 
the thyroid extract suffered more pain in the mammary glands pre- 
vious to menstruation than they did previously. This observation 
is in accord with the investigations of Hertoghe, who found that 
thyroid juice administered to animals increased the quantity with- 
out affecting the quality of milk. He also found that in nursing 
women, with diminution of lacteal secretion synchronous with the 
appearance of menstruation, after administering the extract the 
glandular secretion was restored. 

The foregoing facts suggest an intimate nutritive relation be- 
tween the pelvic generative organs and the thyroid, and show that 
the ovary, too, shares in some mysterious manner in the processes 
of general metabolism. 

To what extent these structures may be used in therapeutics 
will depend, for the most, upon our comprehension of the physio- 
logic relation. At any rate, any line of study which will throw 
light on this subject is directly in line with rational medicine. 
The Presbyterian Hospital, Chicago. 
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THE PATHOLOGY OF UNINTENTIONAL ABORTION.* 
By Karl F. M. Sandberg, M.D., 

Professor of Gynaecology, Jenner Medical College; Attending Obstetrician, Cook County 

Hospital; Attending Gynaecologist, National Temperance Hospital 

and Tabitha Hospital Chicago. 

Abortion may be a symptom of a vast number of diseases, and 
as a diagnosis it can be classed with such terms as amenorrhoea, 
dysmenorrhcea, leucorrhoea, and a multitude of traditional symp- 
tomatic diagnoses, which originated when gynaecological pathology 
was in its infancy. It may deserve somewhat more to be consid- 
ered a proper diagnosis on account of its immediate and remote 
importance to the health of the mother and on account of the spe- 
cial treatment it requires, which, to a certain extent, will be the 
same for all cases; but the time is certainly at hand, when we 
should consider it our duty in each case to endeavor to discover 
the disease which has caused the abortion, and of which the abor- 
tion is a symptom. 

The pathology which causes abortion may be found (i) in the 
ovum, (2) in the mother, or (3) in the father. 

I. The ozmm, — ^The pathological lesion may be in the foetus, in 
the umbilical cord, or in the foetal membranes. 

In the foetus, — The foetal mortality is supposed to exceed that of 
any other period of life. The disease most frequently fatal to the 
foetus is syphilis, Ruge has estimated that eighty-three per cent, 
of premature labors and still-births are due to syphilis. Of six 
hundred and fifty-seven pregnancies in syphilitic women, as col- 
lected by Charpentier, thirty-five per cent, terminated in abortion, 
and of the children that went to term a large number were still- 
bom. 

ManifestJitions of syphilis during foetal life may assume the great- 
est variety. Some of the more common forms are: Osteochronditis, 
with occasional separation of the epiphyses of the long bones, 
excessive growth of connective tissue in the walls of the blood- 
vessels, in the liver, spleen, kidneys, brain and other organs, nodes 
in the lungs or bronchial glands, localized suppurations in the 
thymus and lungs, peritonitis, as well as eruptions on the skin and 
affections of the mucous membranes. 

•Read by invitation. For Discussion^ see page 93. 
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The result of foetal syphilis is not often abortion, more frequently 
miscarriage and premature labor. 

Some infections diseases may be transmitted from the mother to 
the foetus, and may be very disastrous in their effects upon the 
foetus. Typhoid fever in the pregnant woman in about sixty-five 
per cent, of the cases results in interruption of the pregnancy. 
Neuhaus found the specific bacilli in the lungs, spleen and kidneys 
of a foetus expelled at the fourth month from a woman who was 
convalescing from a prolonged attach of typhoid fever In other 
cases the death of the foetus has been attributed to asphyxia as the 
result of alteration of the blood and elevation of the tempera- 
ture. 

Of thirty-four cases of malaria in pregnant women, observed by 
Negri, eighteen per cent, terminated in premature expulsion of the 
foetus. Symptoms of disturbance in the unborn foetus at regular 
intervals, corresponding or not to the malarial paroxysms in the 
mother, have been observed, and interpreted as manifestations of 
malarial poisoning of the foetus. Observations have also been re- 
ported of symptoms of periodical seizures in the new-born baby, be- 
ginning immerdiately after birth, and foetus has been born with dis- 
tinct malarial enlargement of the spleen. Aside from this direct ac- 
tion, malaria in the mother seems to have a deleterious influence on 
the growth and development of the foetus. 

In cholera early abortion is the rule; and if the child should be 
born at or near term, it dies in a few days. Tarnier, however, says 
that there is nothing to justify the belief that cholera directly 
affects the foetus. 

When the mother is attacked with confluent smallpox^ she almost 
always aborts, but not necessarily when it is discreet or modified. 
(Playfair.) 

Tuberculosis and yellow fez'cr may also cause the death of the 
foetus, as may also occasionally, but more rarely, mcasks, scarhtina, 
erysipelas, septiccemia, articular rheumatism, and recurrcivt fever. 

Of fwn-infectious diseases that may cause the death of the foetus 
may be mentioned lead poisoning. Mr. Paul has collected (Arch. 
Gen. de Med., i860) eighty-one cases in which it caused the death 
of the foetus, in some not until after birth. It seems to have af- 
lected the foetus occasionally even when the mother developed no 
symptoms. Peritonitis and pleurisy may be disastrous to the foetus. 
General afiasarca of the foetus usually causes interruption of the 
pregnancy from the fourth to the eighth month. Rachitis may also 
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be mentioned as a cause. Traumatism may injure the foetus through 
accidents to the mothers, and may cause fractures of bones, espe- 
cially of the skull, and internal injuries. Perforating wounds 
of the abdomen of the mother may affect the foetus. When the con- 
dition of pregnancy is overlooked or mistaken for some pathological 
condition, injuries to the foetus may result from instruments in the 
hands of the physician introduced through the uterine canal, or 
through the walls of the uterus. 

The umbilical cord, — Exaggerated torsion of the cord has .been 
observed and regarded as a cause of foetal death, but most modern 
observers consider it a post-mortem occurrence. Stenosis of the urn- 
bUical vessels, caused by excessive development of connective tissue 
in the walls of the same, may be found, and is usually attributed to 
syphilis. The development may be so enormous through the en- 
tire walls of the arteries, that it is impossible to distinguish the 
different coats. The affection of the vein may cause immense dila- 
tation of healthy portions, and may occasionally end in rupture 
and extravasation of blood ; or the impediment to the flow of blood 
from the placenta may cause oedema of this organ and hydramnion. 
In addition to the thickened walls we may find the whole substance 
of the cord infiltrated with granulation cells still further obliterating 
the lumina of the vessels. Periphlebitis may also diminish, but not 
seriously, the calibre of the vein. The arteries are occasionally ob- 
structed by aihcromata and throtnbosis. Pinaud has seen the vessels 
of the cord obstructed by an over-development of the valves. A 
true knot of the cord may, although rarely, be drawn so tight as 
to shut off the placental blood supply. Coiling of the cord around the 
foetus has occasionally caused death. 

The Amnion. 
Hydramnion, — The aetiology of this condition is not sufficiently 
well known, but it can probably in most cases be attributed to some 
impediment to the circulation of the foetus, the umbilical cord or 
placenta. The foetus is very often found dead and shrivelled; the 
death of the foetus and the hydramnion could probably generally be 
traced to the same aetiology. Premature expulsion of the foetus often 
supervenes, and it does not seem entirely impossible that this con- 
dition, as well as oligo-hydramnios and amnionitis occurring early in 
pregnancy may occasionally cause abortion. 

The Chorion. 
In the chorion we may find cystic degeneration of the villi, charac- 
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terized by hypertrophy and cysts of the villi. The cysts may vary 
in size from a millet seed to a grape, or exceptionally even to a 
hen's tggy connected with one another, and with the base of the 
chorion by pedicles of varying sizes. The general involvement of 
the whole chorion is the rule, but exceptionally the placenta alone 
is affected. Still more rarely the disease is found in isolated spots 
upon the chorion laeve. The change consists in an overproduction 
of true mucous tissue within the villi. The affection is limited to 
the endochorion, and constitutes a true myoma of the chorion. 
(Virchow.) The expulsion of the ovum generally takes place be- 
tween the third and six months of pregnancy, and its size is con- 
siderably larger than a normal ovum at the same term. Upon in- 
cision of the decidua innumerable small systs are visible. Within 
the centre of the vesicular mass is usually found a shrivelled or dis- 
torted foetus, surrounded by its amnion, which occasionally con- 
tains an abnormal quantity of fluid. 

Occasionally no trace of an embryo is found, or only the rem- 
nants of an umbilical cord remain. The enlarged villi have a ten- 
dency to perforate either one or both deciduae, and even encroach 
upon the muscular wall of the uterus. 

Microscopically, the outer cellular and the inner fibrous wall of . 
the villi will be seen, while in the interior will be stellate connect- 
ive tissue cells in the interstices between which may be found 
mucous tissue. Disease of the endometrium or of the uterine walls 
(fibroid tumor) and stenosis of the umbilical vein have been found in 
connection with, and probably in etiological relation to, cystic de- 
generation of the chorionic villi, which also has been attributed to 
death of the foetus or to absence of the allantois. 

The Placenta. 

anomalies of position. 

Placenta prcez'ia, — Playfair says: "It is far from unlikely that 
such an abnormal situation of the placenta may produce abortion 
in the earlier months, the site of its attachment passing unob- 
served." And Lusk states that: "It may occasion abortion, 
which is then characterized by the absence of pain, both previous 
to the haemorrhage and during the period of expulsion. As a 
rule the ovum is expelled entire, without rupture of the mem- 
branes." 

Anomalies of size, — Abnormal thickness of the placenta is gener- 
ally due to irritation from a chronically inflamed endometrium, 
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resulting in hyperplasia, and it may produce hydramnion. An 
abnormally small placenta may be associated with an ill-developed 
child, or may depend upon an interstitial overgrowth with subse- 
quent retraction. 

DISEASES OF THE PLACENTA. 

(Edema is generally caused by obstruction of the umbilical vein 
or of the veins of the foetus. 

DEGENERATION OF THE PLACENTAL VILLI. * 

Cellular hypertrophy, which means extensive multiplication of the 
cellular elements in the villi, may obliterate blood-vessels and give 
the placenta a hard, dense appearance (sclerosis), as is seen in syphi- 
litic disease of the villi 

Fibrous and fatty degeneration of the placenta is extremely com- 
mon. Isolated examples are found in almost every placenta. An 
abnormal development of fibrous tissue, which might be termed 
interstitial placentitis, may originate either in the decidua serotina, 
the placental villi, or the intervillous spaces. When the disease 
affects the decidua serotina, it is associated with chronic inflamma- 
tion of the remainder of the endometrium (interstitial endome- 
tritis). The placenta becomes secondarily involved, and the hyper- 
trophied decidua encroaches upon the intervillous spaces. When 
it affects the placental villi, the mucous tissue in the interior of the 
villi becomes converted into fibrous tissue, the blood-vessels be- 
come obliterated and atrophied, and the villi become more or less 
infiltrated with fat. If the process extends, the functions of the 
placenta are naturally abrogated. When it affects the intervillous 
spaces, the result is a sort of hepatization. The result of fibrous 
degeneration of the placenta, wherever the disease originates, pre- 
vents the performance of its most important vital functions, and if 
the pathological condition involves a large area of the organ, it 
must prove destructive to the foetus. The deprivation of the blood 
supply determines the fatty degeneration, or in some cases amy- 
loid degeneration, of the placental villi. 

Placental syphilis may assume many different forms. 

Granulation-cell infiltration of the villi and degeneration of their 
epithelial covering with consequent increase in size and distorted 
shapes are, according to Fraenkel, characteristic of syphilis, and 
will constantly be present if the placenta is diseased after infection 
of the ovum by the impregnating spermatozoa. 
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If the mother is infected during the fruitful coitus, there may 
be endometritis plaeentaris, characterized by enormous overgrowth 
of decidual cells or overgrowth of connective tissue as well as 
syphilitic disease of the villi. 

Endometritis placentaris gummosa is generally the form assumed 
if the mother was syphilitic before conception. Then the decidual 
cells are enormously increased and overgrown, encroach deeply 
upon the intervillous spaces, and undergo in places caseous degen- 
eration. 

Fibrous nodes in the foetal portion of the placenta may be of a 
syphilitic nature. 

Macroscopic appearance, — If the child has been dead some time, 
the placenta may be almost white in appearance and soft and greasy 
to touch. Very often there are organized clots, showing previous 
haemorrhages or thrombosis. Or there may be found nodes of a 
greater or less extent undergoing degenerative changes. 

Consequences. — The cellular infiltration of the villi results in the 
obliteration of the blood-vessels. The same effect may be produced 
by hyperplasia of the decidua serotina. Or the destruction of the 
villi may be brought about by the formation of the nodular masses. 
All of these processes, if they invade, as a rule, the whole area of the 
placenta, must of necessity be fatal to the foetus. 

Placental hccmorrhages may result in immediate abortion, and 
then a fresh clot of blood, sometimes occupying a very large area, 
will be found. If abortion is not the immediate result of the haemor- 
rhage, the coagula will undergo the usual changes, will become 
encapsulated and surrounde^^ by a fibrous wall of varying thick- 
ness, within which may be found a reddish or brownish fluid, or the 
cyst may contain nothing but clear serum, while the coloring matter 
of the blood is deposited upon the cyst-wall or upon the surround- 
ing villi; or it may contain large numbers of white blood corpuscles 
undergoing fatty degeneration and giving rise to a liquid resembling 
pus. Again, the fibrin may predominate and form a mass con- 
-sisting of laminated fibrin, or the clot may form a distinct neoplasm. 
The placental villi surrounding the extravasated blood usually 
undergo a fibro-fatty degeneration. 

Predisposing causes are: Congestion, albuminuria, diseased con- 
dition of the placental villi, slow-moving blood current in the pla- 
cental sinuses, and excess of fibrin in the blood. 

Tlic determining causes may be: Sudden powerful action of the 
heart, syncope (favors thrombosis), or external violence. In the 
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early months apoplexy is more common; in the later months, 
thrombosis. 

The consequences depend upon the amount of blood extravasated. 
Should the quantity be large, either the number of villi strangu- 
lated by the clot is so great that the foetus is at once asphyxiated, 
or the escaping blood, especially in the earlier months, separates the 
placenta from the uterine wall with the same result. 

Placental parasites, — Turner reports an epidemic of abortion 
on a stock-farm in Missouri, in which all pregnant mares aborted 
The cause was found to be a parasitic disease of the placenta, and 
pure cultures of the microbes were obtained. Epidemics of abor- 
tion are also known to take place in cows. 

In the mother the disease may be local or general. 

Local Diseases. 

Diseases of the decidua. — Acute inflammations occur especially in 
the course of the exanthematous diseases. 

Exanthematous decidual endometritis, — Klotz reports eleven cases 
of measles in pregnant women, in nine of which there was prema- 
ture expulsion of the foetus. The uterine action is, according to 
Klotz, excited by the occurrence of an exanthema upon the uterine 
mucous membrane, highly irritating in its action. It is quite 
probable that the same condition of the uterine mucous membrane 
might account for abortions or premature labors that often occur, 
when pregnant women are attacked by any of the other eruptive 
fevers. Slavjansky in two cases of cholera found the decidua thick- 
ened and of a dark purplish hue, with numerous extravasations of 
blood throughout its substance (hcemorrhagic decidual endometritis). 
The chronic forms are more commonly met with, and are usually 
due to a pre-existing chronic endometritis. 

Endometritis decidua chronica diffusa consists in extensive hyper- 
plasia of the mucous membrane, and produces a membrane in 
thickness and density far in excess of the normal. There is great 
multiplication of the decidual cells, some of which are elongated 
and seem to be changing into connective tissue. The blood 
sinuses are much enlarged in the deeper portions of the membrane, 
and there is an abundance of connective tissue or an abundant 
exudation, which at first is simply amorphous or granular, but soon 
becomes fatty when formation of connective tissue does not take 
place. If the disease has a rapid course, abortion will usually 
result either on account of haemorrhages into the mucous membrane, 
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separating it from the uterine wall, or on account of death of the 
embryo, from which all nourishment has been diverted to supply 
the greater needs of the rapidly growing decidua. In such cases the 
embryo may be absorbed and the deciduae may afterward be cast 
off as an empty sac with greatly thickened walls, forming one variety 
of the so-called Aeshy moles. Or the embryo may be destroyed in 
consequence of the haemorrhage into the hypertrophied decidua, 
which may cause rupture of all of the membranes and escape of blood 
into the cavity of the ovum, as well as exteriorly into surrounding 
tissue, so that only with a microscope can one detect the true nature 
of the mass expelled. Owing to firm adhesions to the uterine wall, 
portions of the diseased membrane, especially the placental decidua, 
are apt to be retained, and endanger the health of the mother by 
haemorrhages or infection. 

In endmnetritis decidtut tuberosa et polyposa the hyperplastic 
process seems to have been exaggerated in places. The whole mem- 
brane is greatly thickened and shows the same hyperplastic changes 
under the microscope as the former disease, but out from this 
stand smooth and very vascular projections of a tuberous or poly- 
poid form, to the height of half an inch or more. In the spaces 
between the projections may be seen openings of the uterine glands, 
which are not to be found on the polypoid elevations. The poly- 
poid proliferations consist of a strong fibrous stroma, with large 
lentil-shaped cells and without fatty degeneration. The arteries are 
surrounded in some places by thick concentric layers, while at other 
points the vessels are sinuous and dilated and form a wide-meshed 
framework. (Winckel.) In all the cases hitherto described the 
ovum has been expelled at the end of the second to the fourth month 
of pregnancy. (Schroeder.) 

Catarrhal endometritis affects chiefly the glandular elements of 
the membrane, and results in hypersecretion of a thin watery mucus, 
that collects between the chorion and the decidua. This affection 
in the later months of pregnancy causes the familiar picture of 
hydrorrhcea gravidarum, and sometimes premature birth. It may 
reasonably be supposed to occasionally cause interruption of preg- 
nancy in the earlier months. 

Cystic endometritis is characterized by the formation of small 
vesicles varying in size from a pea to a hazelnut, which are filled 
with a clear fluid. It results when there is a hypersecretion of the 
uterine glands without escape of the secretion, and is a condition 
only found in very young ova. 
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I. Veit has called attention to a 'form of endometritis of the 
decidua characterized by foci of small cell infiltration, and claims 
that this is the most common form of decidual disease that may 
cause serious disturbances in pregnancy. 

R. Emanuel has in Veit*s private hospital observed two cases 
of abortion, in which the decidua vera macroscopically showed 
great thickness (5 to 8 mm.) and several foci of grayish-white or 
yellowish-white color. Microscopical examination of these foci 
showed great infiltration with small round cells in the form of in- 
farcts, in which no decidual cells were visible. They also contained 
great numbers of cocci, in form and appearance diplococci. One 
of these observations was made in a case of myxoma chorii. 

Emanuel had with Wittkowsky the opportunity of observing the 
other case in another abortion two and a half years later. The 
decidua vera was 2 cm. thick, brittle, and of an intense yellow color 
all over. Microscopically there was found infiltration with small 
round cells and numerous bacilli of great length, of which they ob- 
tained pure cultures, and which they and also Veit consider the 
^etiological factor. 

Atrophy of the decidua is rare. The whole or part of the placenta 
may be affected. In case of atrophy of the ovular decidua, the 
ovum may rupture and its contents be discharged. When the pla- 
cental decidua is affected a slender pedicle attachment of the ovum 
may be the result, allowing the same to enter the cervical canal, 
where it may be' retained for a while, producing cervical pregnancy, 
until finally it is expelled. Microscopically, instead of the char- 
acteristic cellular forms, numerous round or oval nuclei or isolated 
cells containing droplets of fat are found. The juga and vollicula 
of the normally developed decidua are usually absent. Extravasa- 
tions of blood in spots are very often present. 

Chronic metritis may be found as a cause of abortion, either on 
account of the rigidity of the walls not allowing the ovum to ex- 
pand, or by the congestion causing haemorrhages, that may kill the 
foetus or cause contraction. 

Retro-displacements of the pregnant uterus frequently terminate 
in abortion (Martin, 15 cases out of 41 ; May, 33 out of 150; Howitz, 
37 out of 52). 

Less frequently prolapsus uteri (Litten, 16 cases out of 91; 
Krause, 2 out of 10), and rarely the other displacements may cause 
abortion. 

Lacerations of the ccnix uteri deserve an important place in the 
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pathology of abortions, as they are frequently observed in these 
cases. 

Uterine fibroids often cause interruption of pregnancy. (West 
observed 28 abortions in 36 cases; Boehrig, 129 in 147 cases; Le- 
four, 39 in 227 cases.) Fibroids of the body more frequently cause 
abortion ; fibroids of the cervix, premature labor. 

Tlie frequency of abortion in cancer of the uterus is stated at 13 
per cent. Tumors of the ovaries not infrequently cause abortions. 
Of 215 cases collected by Zeller, 21 aborted; of 321 cases collected 
by Remy, 75 aborted. Tumors due to former extra-uterine preg- 
nancies. Of 83 such cases collected by Schuhl, 13 terminated in 
abortion and 5 in premature labor. 

Ulcerations of the colhim, subinvolution, malfornuition of the uterus, 
peritonitic adhesions y chronic diseases of the appendages, may also occa- 
sionally cause abortion, as may also inflammation of adjacent 
organs, particularly of the bladder and rectum. Exaggerated irri- 
tabilvtyy uterine rigidity or atony, laxity of the coUum, molimina nuvi- 
strualia, and too frequent coition, have been classed as local causes. 

General Diseases of the Mother. 

Intoxications with lead, mercury, bisulphide of carbon and tobacco 
have been observed in factories as causes of abortion. Alcoholism 
predisposes to uterine haemorrhages and abortion. 

Maternal syphilis is by all authors considered the most influential 

factor toward interruption of pregnancy. When no affections 

of the uterus or its contents can be found, it is probably justi- 

j fiable to assume that the impaired nutrition and the altered 

i condition of the blood of the mother may be sufficient to destroy the 

foetus, 
i Scrofula. — Bourgeois found that of 52 scrofulous women married 

j to apparently healthy men, 12, or about 25 per cent., aborted. Lugal 

claims that abortion is almost inevitable if both parents are suffering 
from scrofula. 

Intermittent fever often causes premature labor, but seldom causes 
abortion. Of 105 cases collected by Bonfils, 61 resulted in prema- 
ture labor, 12 in abortion. 

Nervous diseases, such as chorea, and convulsive diseases and 
j skin diseases, such as pruritis vulvae, may rarely cause abortion. 

1 Diseases of the urinary system, — Albuminuria (with or without 

nephritis) is a frequent cause of interruption of the pregnancy. 
According to Braun abortion, miscarriage, or premature labor 
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take place in about 80 per cent, of all cases. The effect is gener- 
ally the death of the foetus, caused by the anaemia of the mother, 
intoxication of the system, or lesion of the placenta. Uriftary 
gravel, — Abortion has sometimes been caused by the violent vomit- 
ing of renal colic. Diabetes may cause abortion (Duncan, 7 times 
in 19 pregnancies). 

Diseases of the digestive organs, — Prolonged attacks of diarrhoea 
will generally cause abortion. Constipation and intestinal para- 
sites are also considered possible causative factors. 

Disease of the circulatory system. — Heart disease frequently causes 
abortion, according to Schuhl in 58.87 per cent, of the cases. 

Varices of the lower extremities. — It is claimed that compression 
of these may cause uterine haemorrhages. Haemorrhoids or rectal 
fissure may exceptionally cause abortion as the result of irritation or 
abundant haemorrhages. Anaemia may be a cause, and haemophilia 
is supposed to cause abortion by too active circulation in the uterus. 

Under diseases of the respiratory organs, pulmonary tubercu- 
losis may be mentioned as a cause. Accidental causes may be 
traumata or mental emotions. 

Under general physiological and hygienic causes may be mentioned 
sedentary habit, habit of abortion, temperament (if if it goes be- 
yond the physiological limits, especially the plethoric, the lym- 
phatic, and the nervous temperament), delicate constitution, age 
(too young or too old), hereditary, consanguineous, marriages, 
obesity, prolonged repose, insufficient alimentation, climate (chang- 
ing from cold to hot), and high altitude. 

Causes due to the Father. 

Excessive coition on the parf of the male has in animals been 
observed as a cause of abortion, and is supposed to cause altera- 
tion of the sperma. 

Alcoholismus causes atrophy of the testicle, alterations of the 
tubulae seminiferae and of the sperma. It is therefore not aston- 
ishing that the alcoholism of the father seems to have a retentive 
influence upon the progress of pregnancy. (Goubert.) 

Saturnismus, — Constantin Paul collected 32 cases, in which abor- 
tion resulted 1 1 times. 

Syphilis. — Of 103 cases collected by Fournier, 41 resulted in 
abortion or premature labor with dead or dying children. 

Scrofula. — Pulmonary tuberculosis, cancer, diathesis, albu- 
minuria, age, and constitution may be causes. 
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. The Modus of Eliminaton of the Product of Conception 

differs according to causes, i. The entire ovum, together with 
the decidua vera and circumflexa, may be expelled even in the first 
months. 2. The ovum may tear off at the decidua serotina, and 
the decidua vera remain behind. 3. The decidua circumflexa 
may tear in the descent, and the ovum be bom consisting of 
chorion, amnion, embryo and amniotic fluid only; then the de- 
cidua vera and circumflexa with serotina follow later. 4. The 
chorion tears in the descent of the membranes, and the amnion 
only passes through without injury, and the cord tears off at the 
placenta without rupture of the amnion or escape of the amniotic 
fluid; only after some time the detachment of the other mem- 
branes follows. In the first and second month the retention of the 
deciduous membranes takes place most commonly, because at this 
time the connection between the vilH and the uterine wall is not 
as yet very intimate. The last-mentioned form of expulsion, in 
which the amnion only envelopes the foetus, is the rarest of all, 
but may happen even in a foetus of four or five months. 

Finally, the decidua vera and circumflexa are not infrequently 
found torn off in a foetus of four to six months; the placenta fits 
like a cape over a part of the foetus, and the amnion alone is dis- 
charged intact. 

When the ovum is ruptured the foetus may be expelled, and 
only the deciduae, interspersed with effusions of blood, will remain 
behind; such ova have been termed "blood moles." If the en- 
tire ovum be not expelled, and portions of the deciduae vera or 
placenta remain behind, the haemorrhages continue sometimes, 
associated with uterine contractions. Fibrinous and so-called 
placental polypi are frequently formed from these remnants. 
They become coated over with the escaping blood and are rounded 
off. New fibrinous layers are constantly deposited upon them; 
the larger they become the more profuse will the metrorrhagia be, 
until they are detached and expelled by uterine contractions, or 
slough away. 

A. Diihrsen, according to his observations, considers the reten- 
tion of parts of the decidua vera not the exception, but the rule, after 
abortions running a spontaneous course or treated by tamponade. 

When expelled pieces of the placenta show a darker color and 
a firmer, harder tissue, the deciduavera is three to four times as 
thick as the decidua reflexa, and shows a much greater vascu- 
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larity. It has one smooth surface only perforated by the openings 
of the uterine glands, and one rough ragged surface covered with 
blood coagula. When the decidua reflexa remains in connection 
with the chorion, it passes away entire. 

In regard to what part of the decidua vera is detached and what 
part remains, Schroeder thinks that the line of detachment runs 
through the cellular layer, leaving the entire glandular layer and a 
part of the cellular layer behind. 

Langhaus states that at a normal labor the decidua is detached at 
the line between the cell and the ampullary layer, the ampullary 
layer remaining almost entire. 

Leopold states that by abortions the decidua vera is detached in 
the ampullary layer. 

A. Diihrsen claims that the spontaneous loosening of the decidua 
vera takes place always in the glandular stratum, and especially in 
the deep alveolar layer. The curette detaches the decidua vera 
always in that same layer; it does not cause any deeper injury of the 
uterine walls. 

In regard to the detachment and expulsion of the ovum, Diihr- 
sen says: "So long as the decidua vera and reflexa have not grown 
together, the labor pains will only loosen the placental attachment 
from the uterine wall. The ovisac passing downward will then 
mechanically tear the decidua vera loose from the uterine wall. But 
this process is incomplete, as adherent pieces of the decidua tear 
off and remain in the uterus. As long as the placenta is still ad- 
herent, one will never find even a small piece of decidua vera de- 
tached. It is impossible for labor pains primarily to detach the de- 
cidua vera, as it is gelatinous, and folds itself when the uterine wall 
contracts and gets shorter. 

The mechanical detachment of the decidua vera is perhaps 
favored by extravasation of blood in the deepest strata of the gland- 
ular layer, but can also take place without these. 

References. 

I. Cohnstein: Lchrbuch der Geburtshulfe. 
Karl Schroeder; Lehrbuch der Geburtshulfe. 
W. S. Playfair: System of Midwifery. 
William Thompson Lusk: Science and Art of Midwifery. 
Franz v.Winckel: Lehrbuch der Geburtshulfe. 
Barton Cooke Hirst: American System of Obstetrics. 
A. Duehrsen: Arch. f. Gyn., Bd. xxxi, Heft 2, zur Pathologie and 
Therapie des Abortus. 



84 Junius C. Hoag, M.D. 



F. H. Getchell: Illustrated Encyclopaedia of Science and Practice of 
Obstetrics. 

Dr. Schuhl: (Archives de tocologie et de gyn^ologie, Bd. xix) De 
Tavortement k repetition et des Moyens d'y remedier. 

Egbert H. Grandin: (Paediatrics, vol. i. No. 5) Diseases of Intra-uterine 
Life, on the part of the Mother. 

Archiv. f. Gynacologie, Bd. xxxvii. Heft i; Bd. xl, Heft i; Bd. xlvii, Heft 
1,3; Bd. I, Heft 3. 

Zeitschrift f. Geburtshiilfe u. Gynacologie, Bd. xxv. Heft 2; Bd. xxviii. 
Heft 2; Bd. XXX, Heft i; Bd. xxxi, Heft i; Bd. xxxii, Heft i. 

622 North Hoyne Avenue. 



ARTIFICIAL DILATATION OF THE PARTURIENT 
CANAL IN LABOR.* 

By Junius C. Hoag, M.D., 

Lecturer on Obstetrics, Northwestern University Medical School, Chicago. 

In obstetric practice we are not infrequently confronted by cer- 
tain disturbances in the course of labor vvhi^h threaten the safety 
of mother or child, and these disturbances give us indications for 
certain operations. Such indications often present themselves be- 
fore the parturient canal has been sufficiently dilated by the physio- 
logical processes of labor to enable us to safely proceed with 
our operative therapeusis. The indications for various opera- 
tions may be identical, but each operation has its own peculiar 
conditions to be fulfilled. The condition that we are most likely 
to find unfulfilled is adequate dilatation of the lower uterine seg- 
ment, the OS, the vagina, and the introitus vaginae. In this paper, 
accordingly, I wish to consider the artificial dilatation of these 
parts. 

As indications for artificial dilatation of the cervix we have 
local inflammations which prevent or delay physiological dilata- 
tion, thus endangering the life of the mother or child. Among 
these inflammations are those of the cervix, produced by chronic 
blennorrhoea, caustic applications, syphilis, and carcinoma, which 
result in a hypertrophied condition of the tissues, whereby the 
normal processes of labor are so hampered as to greatly retard or 
even prevent natural expulsion of the foetus. We also find cases. 
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especially in primiparae, when without the presence of any discov- 
erable lesion we have an extremely tardy and painful dilatation of 
the OS. In such cases labor may have progressed well for a time, 
and partial dilatation of the os may even have occurred Then 
the cervix becomes rigid, labor fails to advance, and the patient 
becomes almost unmanageable by reason of her sufferings. Such 
interference with labor may be due to faulty presentation of the 
foetus, whereby the bag of waters does not offer its usual shape; 
or upon some pelvic obstruction or lack of parallelism of the ute- 
rine axis with that of the pelvic brim; or the uterine contractions 
may become altered in character, assuming an irregular or even a 
clonic form. 

The commoner forms of complicated labor which require us to 
expedite delivery are eclampsia, placenta praevia, accidental haemor- 
rhage, prolapse of the cord, septic infection, and case^ of dead 
foetus, including delayed abortion and finally retention of placenta 
or membranes. In some cases, too, artificial dilatation may be 
required to render possible the rectification of a faulty presenta- 
tion or prophylactic version in a case of contracted pelvis. Artifi- 
cial dilatation has also been performed to render the foetus accessi- 
ble in cases where Caesarean section in atticulo mortis would other- 
wise have been necessary. 

The indications for artificial dilatation of the vagina are given 
by congenital or acquired stenoses and vaginal malformations. In 
the absence of pathological deformities, it may also become desir- 
able to dilate the vagina in certain cases of slow physiological 
dilatation. 

Finally, we must consider the indications for dilatation of 'the 
vulvar orifice. This may be required by reason of persistence of 
the hymen, the presence of cicatricial tissue, and, lastly, as a 
prophylactic measure to enable the operator to deliver the patient 
speedily in the face of impending danger to mother or child, and 
in any case where he feels that by so doing he can avoid greater 
injury to the perinaeum and vulva than is involved in the operative 
measures. 

We possess two methods of artificial dilatation — the one involv- 
ing cutting, the other merely stretching. Dilatation by cutting: 
This method is applicable to cases of persistent hymen, malforma- 
tions or cicatrices of vulva, vagina, and cervix, and to cases where 
we are not warranted in using the slower methods, as, for instance, 
in some cases of placenta praevia, accidental haemorrhage, and im- 
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minent danger of asphyxia of the child, as in prolapse of cord. To 
perform this operation the cervix is exposed by means of a specu- 
lum, and steadied by one or two tenacula. With a stout elbow 
scissors the cervix is then deeply incised right and left, posteriorly 
and anteriorly. Haemorrhage is apt to be quite profuse for a few 
moments, but seldom requires measures for its arrest. After de- 
livery of the child the cut surfaces may be united by sutures or 
left to themselves if the haemorrhage has ceased, but it is generally 
best to use the sutures. This method has yielded excellent re- 
sults, but is not a favorite one with me. I have seen cases where 
the extraction of the child through a cervix treated in this manner 
resulted in extending the length of the wounded surfaces to a dan- 
gerous degree. A less radical cutting method, and one that will 
doubtless yield good results in some cases, is that of numerous 
superficial incisions around the os. 

To produce artificial dilatation of the soft parts by stretching 
we have a variety of plans at our disposal, such as the tampon, 
rubber bags of the Barnes, Braun, Tamier, McLean, and Cham- 
petier de Ribes patterns; the graduated bougies of Hegar, and 
the steel dilators, such as Goodell's, Tarnier's, etc. In certain 
cases also the laminaria tents are very convenient. The bougies 
and the steel dilators, are rapid working instruments, and when 
carefully employed serve their purpose well. For such work as 
the dilatation of the os in cases of abortion, and particularly to 
stretch the os some time after abortion has taken place, for the 
purpose of removing retained portions of the membranes, the 
bougies are very applicable, for they act quickly and with little 
danger of lacerating the tissues — they are greatly in vogue in Ger- 
many. The instrument called Tarnier's ccarteiir is applicable in 
cases at or near term. It consists of three steel branches thirteen 
inches long, with the distal ends flattened and bent over to prevent 
them from slipping out of the cervical canal. After introducing 
the blades separately, and adapting them to each other at the 
pivotal point, the dilating force is supplied by means of a rubber 
band, which, when slipped over the handles, keeps up a gentle con- 
tinuous pressure which can scarcely do injury in any case. I have 
used this instrument with most excellent results in cases of tardy 
and painful dilatation of the os, and in some cases have been as- 
sured by the patient that, far from increasing the pain suffered, it 
has actually mitigated it. 

The tampon has long been used in cases of uterine haemor- 
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rhage, as in placenta praevia, mainly, I presume, with a view to 
arrest the haemorrhage, but it also possesses very considerable 
dilating power both directly and indirectly — directly by the 
mechanical distension of the vagina, whereby the os is also dilated ; 
and indirectly by exciting uterine contractions. I have used 
it and seen it used in a very large number of cases, and am at 
present even better satisfied with its action than formerly. The 
simplest and safest tampon is one made of gauze, preferably iodo- 
form gauze. This kind of a tampon is very feadily introduced 
and withdrawn, while the iodoform possesses both antiseptic and 
haemostatic qualities. It should be used in long strips, and in this 
form can be readily introduced without the use of the speculum, two 
fingers of the left hand being used as a guide. The gauze should 
be packed in very tightly, and may safely be allowed to remain as 
long as twelve hours. I have seen it used in this wise in the pre- 
paratory treatment of placenta praevia, when it generally sufficed 
to arrest even severe haemorrhage, and after remaining in the vagina 
for a few hours sufficient dilatation was usually obtained to permit 
the operator to advance with extraction of the foetus. 

The Braun colpeurynter was used by its inventor only in the 
vagina — the extension of its use to the lower uterine segment is 
due to Schauta of Vienna. Like all rubber dilators, it has but lit- 
tle direct dilating force, for if constricted at any point it simply 
elongates, taking on a sausage-like shape. Its dilating force may 
be increased somewhat by the exertion of continuous traction 
while the instrument is in situ. In Chrobak's Clinic, in Vienna, 
it is never used in the uterus. Schauta, on the contrary, some- 
times employs it within -the uterus in cases of placenta praevia later- 
alis, but not in the marginal form, for fear of increasing haemorrhage 
by further detachment of the placenta. In the central variety, how- 
ever, he advises to perforate the placenta and then introduce the col- 
peurynter, which then serves to press directly down on the placenta, 
and thus arrest the haemorrhage. 

I do not mean to discuss the treatment of placenta praevia at 
this time except in an incidental manner, but I cannot entirely 
avoid the subject, because it is in these very cases that we are espe- 
cially concerned to secure rapid cervical dilatation. The best of 
all tampons in placenta praevia is that supplied by the leg of the 
foetus drawn down until it projects beyond the vulva; but as a dilator 
it is a partial failure in that it does not act quickly, for by 
this method of treatment version is regarded as completed when 
one has pulled down the leg, and the expulsion of the child is left 
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to the natural forces. So far as the mother is concerned, the re- 
sults obtained by this method of treating placenta praevia are most 
excellent; but the foetal mortality is quite enormous, and if we 
consider the child's life, as we certainly should do, we must not 
confine ourselves to this mode of treatment. Of the rubber dila- 
tors, that of Champetier de Ribes is undoubtedly the best. It is 
composed of a silk bag covered with rubber; the silk prevents 
overdistension, and the rubber enables us to secure proper disinfec- 
tion of the instrument. The rigidity of the tube to which it is at- 
tached facilitates its introduction, and makes it a most convenient 
instrument. In some cases we shall fail to secure sufficiently rapid 
dilatation by means of the rubber dilators, and in such cases may 
have to resort to other methods, as dilatation by means of the 
hand. Two years ago Dr. P. A. Harris described a method of man- 
ual dilatation that would appear to be useful. By this method 
the index is first used, then the tip of the thumb is introduced just 
within the os, after which the first, second, third, fourth, and fifth 
fingers are successively introduced, the thumb meanwhile being 
employed to make extension, while counter-extension is made by 
the fingers. Dilatation of the os, whether made by the fingers or by 
any other method, usually increases uterine contractions, but some- 
times this is not the case. In one instance, when I failed to awaken 
uterine contractions by means of a Barnes bag in the cervix, I in- 
troduced a second bag into the vagina, and when this was distended 
uterine activity was soon manifested, the introduction of the vaginal 
bag thus acting indirectly as a uterine dilator. 

For a number of years past I have from time to time used the 
rubber bag of Barnes to distend the walls of the vagina, doing this 
sometimes as preparatory to version in placenta praevia, and at 
other times merely as a means of expediting labor in tardy and 
painful cases. When the first stage is greatly prolonged the pa- 
tient may become quite exhausted before the os has stretched to 
any considerable extent, and while the vagina is still less prepared 
for the passage of the child. In a number of such cases I have 
introduced a Barnes' bag into the vagina and distended it with 
from twelve to sixteen ounces of water. As a rule such a pro- 
cedure has materially increased both the force and efficiency of 
the uterine contractions, the patient meanwhile making but little 
complaint of the bag. The latter acts just as the protruding mem- 
branes should do — it produces gradual dilatation of the vagina, 
softening the perinaeum, and increasing the vaginal secretions. 
The bag is allowed to remain until expelled by the uterine contrac- 
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tions, and if only moderately distended at first, I sometimes rein- 
troduce it and allow it to be expelled a second time, after which 
the perinaeum is found to be perfectly softened and easily distended, 
whereby the second stage of labor is rendered much less pain- 
ful and protracted than it would otherwise be. I believe the safety 
of the perinseum is greatly enhanced by such treatment, and can 
conceive of no reason why the plan may not be employed in numer- 
ous cases with the best of results, provided it be used with prudent 
hands. In using the rubber bags certain precautions should 
always be taken: thus the bag should first be destended with ster- 
ilized water until it has reached the desired size to prove the in- 
tegrity of the instrument, and to enable us to know just how much 
water to use after the bag has been placed in situ. To make this 
amount perfectly definite, the quantity of water used in the trial 
test should be accurately measured, and subsequently the same 
amount should be used. The best way to introduce the water is 
by means of Davidson's syringe, which should be worked very 
slowly, care being also taken to exclude air. Of course the most 
precise pains should be taken to secure an absolutely sterilized 
bag. In using the bags to dilate in cases of placenta praevia, we 
should always bear in mind the dangers of embolism in such cases, 
for the placental site is so much exposed that the opportunities for 
such accidents must certainly be greater than in ordinary cases. 

Some authorities claim that there is only one legitimate method 
of vaginal dilatation, and that the cutting one; but after a pretty ex- 
tensive experience with the plan- 1 have just described, I feel like 
recommending it to you for further trial, as in my own hands it has 
often yielded brilliant results. 

The proper employment of episiotomy is, I believe, a great aid 
to us in our obstetrical practice. Its indications can only be 
learned by experience; but if I were to formulate a rule for novices 
in obstetrics, 1 would say: Wait jpatiently; restrain the advance of 
the head; give the perinaeum ample time to stretch, allowing the 
head to advance only millimeter by millimeter, keeping the peri- 
naeum carefully in view all the time, and then if the mucous mem- 
brane is seen to give way at a time when the head has not yet en- 
gaged in the vulva with its greatest diameter, push back the head, 
and make a one-sided episiotomy. If this be done as soon as the 
faintest sign is seen of perinaeal laceration, I believe the perinaeum 
proper may be saved from further damage, in most cases greatly 
to the patient's benefit. 

4320 Lake Avenue. 
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TRANSACTIONS OF THE CHICAGO GYNAECOLOGICAL 

SOCIETY. 

Stated Meeting, December i8, 1896. 

The President, Addison H. Foster, M.D.,- in the Chair. 

On Inflatnmatioii of the UteruSy etc, . 

(DlacuBsiona postponed from the November Meeting.) 

Discussion. 

Dr. William H. Rumpf: If the papers read at the last meeting^ 
were all printed they would form a handbook of gynaecology be- 
cause of their completeness. They covered the whole field of pel- 
vic inflammation very thoroughly, and consequently there is very 
little left to be said. For didactic and clinical purposes it would 
be well to have a subdivision of the various forms of pelvic inflam- 
mation. Rouge's division depending upon anatomical bases 
would seem the most natural — that is, the various forms of glandu- 
lar, interstitial and diffuse, and the various forms of endometritis 
deciduae, endometritis post-partum, and endometritis exfoliativa. 
In practice, however, it is not possible to make these subdivisions, 
because it would make necessary an anatomical examination of the 
endometrium, and that is usually impossible without a curettement 
which is usually done for curative purposes. 

As regards the division by Winckel and various others, accord- 
ing to the etiology, especially the bacteriologic etiology, it is im- 
possible at the present time for us to form a perfect nomenclature, 
as we are not sufficiently advanced to determine how the etiologi- 
cal factor causes certain forms of endometritis. It is better to con- 
tinue, for didactic purposes, the old classification according to the 
anatomical basis until the etiology is better known. 

The pathological anatomy of the various forms of endometritis 
is a very extensive subject, and I think I can illustrate it best by 
showing various specimens of endometritis. I have put up in the 
next room about twenty slides which show all the different forms of 
endometritis, and illustrate what is meant by the different names 
given to them. The specimens need no further explanation, and 
all of the members are welcome to look at them. They will de- 
scribe the pathology better than I can. 
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Dr. Henry P. Newman: In general, discussions, that follow a 
month after the papers have been read, lose a great deal in force and 
application, and i>ersonally I am titiable to retain much of the sub- 
ject matter that was presented here at the last meeting. 

Prophylaxis, I think, was entirely overlooked. I will refer to 
it briefly under four heads: i. Prophylaxis at the formative stage 
of puberty or girlhood 2. Prophylaxis by practising absolute asep- 
ticism in treating gynaecological cases. 3. Prophylaxis relative to 
pueperal cases or to the management of childbed, miscarriages, and 
the like. 4. Prophylaxis relative to gonorrhoeal infection, which 
includes the sociological problem. I will not elaborate any one of 
these. The Chicago Medical Society has had a very forcible and 
unusual presentation of the subject of gonorrhoeal infection. The 
question is whether we, as gynaecologists, and this society as a rep- 
resentative one, have done and are doing what devolves upon us 
in the nature of prophylaxis along these lines. The subject "In- 
flammation of the Uterus" was presented by this society in a very 
thorough and attractive manner; but I regret very much that pro- 
phylactic measures were not brought out more forcibly and con- 
sidered at greater length. The subject is still before us, and I would 
like to hear a free discussion along this line. 

Dr. C. S. Bacon: In closing, I will confine my remarks to a 
brief consideration of the intimate and necessary relation between 
diagnosis based on a good classification and treatment. A proper 
classification of the so-called inflammation of the uterus is essen- 
tial to the establishment of rational principles of treatment. The 
various infections are combatted in different ways, and hyper- 
plasias of the uterine mucous membranes require quite different 
treatment from infections. 

In the case of infections prophylaxis is most important. Puer- 
peral infection is best prevented by securing as perfect subjective 
disinfection as possible, by avoiding all unnecessary internal ex- 
aminations and operations, by avoiding dangerous lubricants and 
by disinfecting the external genitalia. Prophylactic vaginal douches 
do more harm than good unless examination shows the presence of 
gonococci in the vaginal discharge. In this case an attempt at dis- 
infection of the vagina should be made. 

Non-puerperal, non-venereal traumatic infection is generally 
due to gynaecological manipulations, and can be avoided only when 
the gynaecologist thoroughly disinfects his hands and boils his in- 
struments before he makes internal examinations. 
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Prevention of venereal infection is a problem for whose solu- 
tion the combined efforts of physicians, sociologists, and legislators 
are needed. One point may be emphasized, viz., that no man should 
be pronounced free from gonorrhoea until bacteriological examina- 
tions are negative, even after the use of some artificial excitant to 
produce a recurrence of a checked discharge. 

In regard to the treatment of an existing puerperal infectiofiy we 
first notice that a differential diagnosis between a simple toxanae- 
mia and one complicated with a bacteriaemia cannot be mad<* with 
certainty. In the former case the careful removal of the sapro- 
phytes from the surface of the uterine mucous membrane with the 
decidual debris in which they grow is indicated. This is most 
safely accomplished with an intra-uterine douche of sterilized 
water or salt solution. A curette which carries away Nature's 
protecting leucocytic wall is absolutely contraindicated. Thomas's 
wire curette, which would remove loosely adherent pieces of pla- 
centa or decidua, might perhaps at times be of service. The dan- 
gers of the intra-uterine douche come from an infected tube, from 
lack of return flow, and from wounds made by the introduction of 
the tube. The first two dangers can be avoided by using Kelly's 
modification of the Fritsch-Bozeman tube, and the last by careful 
introduction of the tube with the patient in good position. 

In a bacteriaemia the douche may be of no value, but because 
the diagnosis can never be made with certainty, it should be given 
to be discontinued as soon as the nature of the disease is deter- 
mined Then we are dependent on supporting treatment. General 
immunization by streptococcus serum or the production of general 
leucocytosis are measures not yet beyond the experimental stage. 
The vaginal evacuation of a secondary pelvic abscess is in- 
dicated, but a hysterectomy for a suspected phlegmonous uterus 
is too grave an operation where the extent of the general and lym- 
phatic infection is quite unknown. 

In acute non-puerperal infection of venereal or non-venereal ori- 
gin we should rely on the so-called antiphlogistic treatment which 
consists in aiding the reactive powers of nature. 

The indications for treatment of the chronic infections y in cases 
of chronic endometritis of bacterial origin, are: first, to destroy 
the infecting microbes; second, to remove their products, and the 
debris in which, at least to a certain extent, they grow; third, to 
assist the bactericdal efforts of nature. Experience has shown 
that it is impossible to meet the first indication, owing to the deep 
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penetration of the microbes into the tissues. The second and third 
indications are met by providing for good drainage through 
the correction of mechanical obstruction and thus securing the re- 
moval of the mucus and debris of the uterine cavity, and by stimu- 
lation of local leucocytosis by weak irritants like alcohol or tinct- 
ture of iodine. 

In hyperplasia we have to do with structural changes of greater 
or less extent. The removal of this pathological membrane is 
often indicated. This may be accomplished in part by the curette. 
Following the curette a strong caustic like zinc chloride thirty to 
fifty per cent, may often be necessary for a sufficiently radical 
removal 

This brief and necessarily incomplete synopsis of the chief in- 
dications for treatment of the various so-called inflammations of 
the uterus and of the measures necessary to meet these indica- 
tions proves the value and necessity of an etiological classifica- 
tion. The failure to distinguish between the indications for treat- 
ment of infections and hyperplasias has often led to improper use 
of the curette in infections. A study of so-called inflammations 
from this point of view is suggestive, and promises to lead to much 
greater advance in treatment. 

Dr. T. J. Watkins (in closing): I have nothing to say except 
to remind Dr. Newman that the prophylaxis of endometritis re- 
ceived some consideration in my paper read at the last meeting of 
the Society. 

The Pathology of Unintentional Abortion. 

By Karl F. M. Sandberg, M.D. 

(See page 71.) 

On motion the discussion of this paper was postponed until Dr. 
Weston read his paper on the "Prognosis and Treatment of Un- 
intentional Abortion." 

Thyroid and Oz'arian Therapy in Gynaecology. 

By C. B. Stehman, M.D. 

(See page 64.) 

DiscirssTON. 

Dr. James H. Etheridge: I regard the paper of Dr. Stehman 
as a very valuable one, and believe it is in the direction of restora- 
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tive medicine. I think it may be called that, as I hardly know by 
what term to denominate it. We are on the threshold of work in 
this line. We all remember the writings of Brown-Sequard on a 
subject akin to this, and how the medical journals at the time were 
filled with articles on the subject. At one time it was the subject 
of sincere, earnest discussion and a good deal of ribald jest, and it 
has fallen into a condition of desuetude. We are now in a posi- 
tion again to study this matter seriously. I believe the thyroid, 
ovarian, and testicular extracts are in character restoratives. 
Brown-Sequard stated what is known as a simple physiological 
fact, that all of the organs of the body contribute to make perfect 
blood; that each one yields a secretion, and all contribute to make 
the blood perfect. If one is deficient in secretion, the contribu- 
tion to the blood is deficient that much. Sooner or later we are 
going to have the practice of medicine put on a more rational 
basis. We all know that proximate principles are essential to life. 
We know there are certain diseases — ^we will call them constitu- 
tional diseases if you please — and that these proximate principles, 
when introduced into the blood, take away the diseases and re- 
store the system. For instance, in chronic enlargements of the ton- 
sils in children, there is a restorative medicine that will take away 
these enlargements. So if I had time to think over the subject, I 
could cite many illustrations. 

It would be interesting to know how the thyroid extract does 
its work and what the effect is upon the blood. What is needed 
next will be to make a careful analysis of the blood of these patients 
with a view of determining the proper proportions to be used of the 
extracts if the deficiency is not restored. 

We are just entering upon the transitional stage between the 
old and new. Articles are appearing in the medical journals of 
Europe and of this country concerning this subject. The next 
generation will witness a great improvement in the practice of 
medicine. Take the case that Dr. Stehman mentions of the secre- 
tion of the ovary itself. I suppose he included in that the process 
of ovulation. I believe^ there is a contribution to the blood from 
the substance of the ovary itself which has not been demonstrated 
yet, and I believe if the ovaries are diseased, if the secretion is 
diminished in any way, the deficiency will be manifested in dys- 
menorrhoea, menorrhagia, and the like. ,We find a certain condi- 
tion of the blood-vessels and in the structure of the uterus removed 
for disease which we call pathological. 
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Dr. Franklin H. Martin: I am very much interested in Dr. 
Stehman's paper, and I desire to ask one or two questions. First, 
did the doctor administer the extracts to other patients than those 
recorded? I believe there were six cases reported, and the results 
were so uniformly good that I would like to know if the extracts 
were given to other patients and were followed by the same re- 
sults. I would also ask the name of the firm who prepared the 
extract and the form of tablets used. 

Dr. C. S. Bacon: While I can add little or nothing of value to 
this discussion from my own experience, still, as I had the oppor- 
tunity of becoming acquainted with the study and practice of Pro- 
fessor Chrobak in this Hne of treatment, it may be of interest to 
refer to his work. As is known, some three or four years ago he 
became so thoroughly convinced of the value of the ovaries that 
he instituted a line of investigation, with the aid of his assistant, 
and at the same time began to leave in all cases of cceliotomy a 
portion at least of the ovary. In all of the laparotomies that I 
saw made by him, where there was even the smallest particle of 
oysLTj that was apparently not diseased, it was left. As many of 
you know, his observations were published in a preliminary report 
some months ago, in which he states that he is quite firmly con- 
vinced of the value of this procedure. At the same time, he 
began the admininistration of sheep's ovaries to patients whose ova- 
ries had been removed and who were suffering from the conse- 
quent nervous disturbances, and also to patients that suffered from 
similar disturbances from disease of the ovaries with curative re- 
sults. His assistant began a series of investigations on the results 
of implanting pieces of ovary in animals, inserting them both in 
the peritonaeum and also under the skin. When ovarian tissue 
was inserted in the peritonaeum they generally disappeared, but 
when inserted under the skin they formed an organic connec- 
tion, and he has shown that manifest traces of ovarian tissue 
were found weeks and months after being inserted under the 
skin. 

It seems to me, however, that in all of these cases we must 
always be on our guard with reference to the enthusiastic repre- 
sentations of patients, and all of the cases that are reported should 
be carefully investigated, and an attempt should be made at least 
to distinguish between diseases of the ovary and of the uterus. 
We should also determine the condition of the uterine mucous 
membrane. It would be interesting in such a report as this given 
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to-night to have the microscopic findings of the uterine scrapings I 

always appended. 

I have one case to report that was so striking that I might 
mention it in spite of the fact that an exact cliagnosis was not 
made. It was the case of a young woman, twenty-six years 
of age, who had suffered since puberty, which occurred about 
ten years ago, with severe dysmenorrhcea. The pain was so per- 
sistent every month that there could be no question as to the seri- 
ousness of the trouble. No internal examination was made, and 
hence no exact diagnosis was arrived at. On account of the appear- 
ance of a goitre I gave her thyroid extract, and thereafter there 
was absolutely no pain during her following menstruations. As 
the thyroid extract did not seem to reduce or benefit the goitre, 
although it was used for a month, I changed to the thymus ex- j 

tract, which also had no effect on the goitre, but the patient con- \ 

tinned to improve, and at the end of seven or eight months men- 
struation was absolutely normal. j 

I report this case, in spite of the fact that a differential diag- 
nosis between ovarian and uterine dysmenorrhcea was not made. 

Dr. O. B. Will, Peoria, 111. (by invitation): I am very much 
obliged for the courtesy of being asked to participate in this dis- > 

cussipn. I do not think I can add anything of special value, , 

although I was deeply interested in the paper presented by Dr. j 

Stehman. However, I want to say that it seems to me the thera- 
peutics of the profession, or the practice of medicine in its thera- 
peutic aspects, lias never been in such a chaotic state as at present. 
Amid the thousand and one bacterial and other organic elements 
from the outside and inside, the extracts, the secretions, and their 
inter-relations, hypnotism and Christian science, I am decidedly 
bewildered. I have endeavored to utilize more or less the various 
substantial organic products that have been brought to the notice 
of the profession. In some cases I have seen apparently good 
results follow their use, especially of the thyroid extract, while in 
others I have seen the opposite. There seems yet little basis for 
accurate deduction. So it is with all innovations in medicine. It 
•requires a great deal of investigation to get anything that is of 
practical value. | 

I recalled to my mind during the reading of the paper a case 
that occurred in my practice about four years ago, almost identi- 
cal in its history with that of the first case described by the author 
of the paper. A curettement was done twice, and I was unable to 
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secure a satisfactor)- result. Subsequently I was informed that 
the patient had gone into the hands of a Christian scientist, and 
has now been well for two years. I have come thus to be deci- 
dedly sceptical respecting conclusions that do not take into consid- 
eration mental impressions and influences, especially when they 
approach so nearly the borderland of the severely problematical. 

Dr. Stehman (in closing): I have concluded that the products 
of Armour & Co. are the best to use. It is sold in ounce bottles, and 
contains five grains of the extract to each tablet. This is what I 
have used. I know these extracts have been used hypodermically, 
but for practical use the tablets of Armour & Co. have served my 
purpose. 

I have used these extracts in probably twelve cases, and I had 
much hesitancy in reporting these cases to-night, as I am aware 
there is a great deal of enthusiasm in the first reports, and as my 
observations have been limited I was a little relucant in bringing 
them before you. 

As I stated in the closing sentence of my paper, I think the 
value of these extracts can only be ascertained when we get a bet- 
ter idea of their physiologic action. We know that removal of 
the pancreas, the thyroid, and the adrenals mean death of the in- 
dividual We know, too, that the removal of other glands pro- 
duces profound nutritive disturbances; and it seems to me these 
facts should be sufficient reason why we should pursue our inves- 
tigations along this Ime. There is no specnbtion about the re- 
sults of the removal of these glands. 

Dr. Henrotin: What about the preparation of the ovarian 
extracts? 

Dr. Stehman: Armour & Co. prepare the ovarian extract from 
the ovary of the sheep, the thyroid extract from the thyroid gland 
of the same animal, and the testicular extract from the testicle of 
the ram. 

Each tablet represents a definite quantity of carefully selected 
raw material reduced by a process of desiccation previous to being 
incorporated into tablet form. 
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Artificial Dilatation of the Parturient Canal in Labor. 

By J. C. HoAG, M.D. 

(See page 84.) 

Discussion. 

Dr. Frank A. Stahl: I am pleased to have heard the paper 
of Dr. Hoag, especially the part of it which treats of dilatation of 
the inferior outlet Tlieoretical objections are often made to the 
introduction of tents and instruments, that they endanger infec- 
tion. In labor at the third, fourth, and fifth months the subject 
of dilatation is often a serious one. I have used tents so exten- 
sively in these cases that I am surprised to hear they should be 
considered objectionable. I have never used the bags for dilating 
the uterus because I have gotten good results with tents, espe- 
cially in abortions, with retention of the placenta. In cases of 
haemorrhage I have had excellent results from the introduction of 
tents. My experience has been extensive among poor people 
where the conveniences for treatment are limited. After the use 
of tents in these cases, if the placenta is not expelled it is easily 
removed. 

Dr. Hoag has covered the subject very well as regards placenta 
prgevia and eclampsia. 

As regards cicatrices, the knife may be used, or, as the doctor 
has suggested, if we have plenty of time, the tampon may be 
used. I have never yet seen a case where, by waiting, with guid- 
ing the head a little, instructing the patient to walk up and down, 
to assume the erect attitude, it was necessary to use a bag for 
dilating purposes either in the vagina or cervix. These cases in- 
clude a great number of virgins and extractions and a smaller 
number of forceps extractions. 

An important obstetrical question to be considered is how to 
dilate the outlet. Shall episiotomy be central or lateral? Two 
years ago, at the meeting of the American Medical Association, 
held in Baltimore, I read a paper in which I took the position that 
Nature would adopt a central line of incision. I believe the doc- 
tor says he was guided by Nature and so adopted Nature's 
method, and then dilatation was attained to such an extent as to 
allow the head to be delivered without laceration. We all know 
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the objection to the lateral episiotomy. I venture to say that 
nearly every one in this room who has lateral episiotomy has 
rejected it. Some of the French authorities call attention to the 
fact that when a lateral incision is made laceration is liable to ex- 
tend more deeply into the tissues, and thus pockets are formed 
which increase danger of sepsis. Repair of the laceratipn is not 
so easy after lateral as after central episiotomy. 

■ In patients with a rigid outlet, where it is imperative to termi- 
nate labor rapidly, I perform central episiotomy rather than pro- 
duce terrible lacerations by lateral incisions. 

I should be glad to learn if there is any way by which infection 
is known to follow the use of laminaria tents. 

Dr. Henry P. Newman: I cannot agree with the last speaker 
that sea tangle or laminaria' tents are the most effectual agents for 
dilatation in the class of cases in which he uses them. I thmk 
better results can be eflfected and in a more physiological manner 
by internal thenepeusis without local manipulation of the organs. 
In such a case as Dr. Stahl speaks of, I should have given the pa- 
tient a large dose of choral, possibly morphine, and upon a sec- 
ond visit made at about the time at which he withdraws the tent, 
I should not only expect better results as regards dilatation, but I 
should feel confident that the cervical canal had sustained no in- 
jury or infection. The abrasions that may occur from the rep>eat- 
ed introduction of tents and the necessary protracted manipula- 
tions I consider unwarrantable. 

The methods of rapid dilatation of the genital tract have been 
presented most thoroughly and adequately by the essayist, and I 
have nothing further to add unless to suggest the use of glycerine, 
which has been recently advocated. It is claimed to be a very 
valuable agent in stimulating the uterus to painless contractions 
and to dilatation of the cervical canal. 

In another class of cases, as in stenosis of cicatricial origin or 
in stenosis that will not yield to any therepeutic agent other than 
rapid dilatation, I should prefer anaesthesia and the use of steel 
dilators. The entire technique, including the deliver}' of child, 
can be carried out at one sitting, with each step in the operatfon 
under the immediate control of the operator. 

Dr. Fernand Henrotin: This paper is a plain, well-presented 
resume of the subject, and he has given us a very sensible and 
rational exposition of the methods in vogue. At the risk of being 
called an old fogy, I call attention to the old-time methods. I 
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refer particularly to dilatation of the rigid cervix in a physiologi- 
cal labor where it is supposed that rapid dilatation is desirable 
because the patient is exhausted. In the cases indicated by the 
floctor, where pathological conditions exist and where the in- 
dications are plain, we must not forget that we are apt in either 
haste or a desire to terminate labor to go a little beyond the 
physiological lines. A woman who is exhausted by labor is very 
frequently better cared for by giving rest than by dilating the 
cervix. Any one who has observed a large number of labors 
when there is rigidity of the os and when the woman is exhausted 
knows how perfectly labor frequently progresses after an enforced 
rest. I speak from a large obstetrical experience, and with an 
aversion to unnecessary manipulations in labor. 

As regards episiotomy, for quite a number of years I was in 
the habit of doing the lateral operation for the purpose of prevent- 
ing laceration. I first used the lateral incision, but for quite a 
number of years I have never used anything but the straight mid- 
dle incision, which 1 consider infinitely superior to the lateral 
operation. I believe that lacerations are more frequent, deeper, 
and more difficult to repair after lateral than after median episiot- 
omy. Any one who has resorted to the lateral incision and then 
afterward to the middle incision will recognize how more per- 
fectly a middle simple incision can be repaired. 

As regards the question raised by Dr. Stahl about the use of 
tents. Judging from my view, and the reports I have seen and 
heard, the use of tents of any kind and by any method is abso- 
lutely wrong. I have Seen deaths and all varieties of sepsis from 
slippery elm, laminaria and sponge tents. 

Dr. C. S. Baoon: I will not refer to the many good points in 
the paper, nor discuss the important question of the use of the 
bags of Champetier or other distensible bags in the dilatation of 
the vagina, but will confine myself to one point in which I differ 
with the essayist — namely, the question of incision of the cervix. 
I do not understand that Dr. Hoag intended to give complete in- 
dications for the operation of dilating the cervix; but granting 
that the operation is indicated on account of some serious patho- 
logical condition, how shall it be dilated? It is necessary that 
we should determine whether the upper or lower portion of the 
cervix required dilating. This is an important question in decid- 
ing upon the operation of incision or of dilatation by means of a 
bag. If the upper part of the cervix is distended, as frequently 
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occurs in primipara where the cervix is thinned out to the vaginal 
insertion, with the external os closed or nearly so, we have a 
different condition from that which exists when the internal os is 
closed, as happens in multipara when the internal os is not at all 
dilated, but the external readily admits two fingers. In the latter 
case incision is contraindicated. In the former case, in primipara, 
I think it has been pretty well shown that the incision may be the 
operation of selection, being quicker and less harmful than dilata- 
tion. 

A word or two in regard to the technique of incision. The 
originator of the operation of incision of the cervix, Dr. Diihrssen, 
finds it unnecessary to introduce a speculum or to take hold of the 
cervix with a tenaculum. It is sufficient to grasp the cervix be- 
tween the fore and middle fingers and make the incision on the 
volar surfaces of the fingers. What shall be the extent of the in- 
cision? The recommendation of Diihrssen is to make crucial 
incisions to the vaginal insertion, first posteriorly, then at the 
sides, and finally in front. Such incisions dilate the cervical canal 
completely up to the vaginal insertion, and there is much less 
danger of subsequent tear than when they are only superficial or 
extend to a short distance. 

Dr. HoAG (closing) : I am almost disappointed that none of the 
members have criticised my paper. I do not even recognize the 
point of Dr. Bacon's criticism. I think nothing has been said by 
the speakers that is incompatible with the statements in my paper. 
As Dr. Henrotin has said, most of the subject has been beaten 
over in the literature for years, as well as established in obstetrical 
practice. A portion of this subject, however, is comparatively 
new, and is worthy of careful consideration. The real point in 
the paper in which I am interested is dilatation of the vagina. I 
take issue with some of the statements I have seen in literature 
by German obstetricians with regard to dilatation of the vagina. 
They say there is only one method of dilating this organ, and that 
is the cutting method. I do not think this is correct. Dilatation 
with rubber bags or with the hands are legitimate procedures. 
The former especially is one of which we find almost no mention 
in the literature of the subject. I do not believe there have been 
a great many cases reported where the vagina has been dilated in 
this way, and I am a little disappointed that some one has not 
criticised me in this method, because it involves more or less risk. 
I think I can take almost any parturient woman, who is at the 
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beginning of the second stage of labor, where the vagina is still 
undilated and the perinaeum rigid, and if the pains are efficient 
and the contractions are regular and expulsive in character, I can 
in a short time get the vagina sufficiently dilated and the peri- 
nseum softened ' for passage of the child. I have done this in 
numerous cases. 

So far as my own experience goes, I perfer instrumental dila- 
tation (and particularly dilatation with the rubber bags) to the 
various methods of manual dilatation, but I am willing to admit 
that there are certain cases where dilatation by the bags is not 
sufficiently rapid in overcoming the resistance of the cervix, and 
that there are other cases where it is not sufficiently powerful. 
For the artificial dilatation of the vagina and the distension of the 
perihaeum I believe there is nothing to be compared with the rub- 
ber bags, and I see no reason why they may not be often used 
with great advantage in tardy and painful labor. In cases of this 
sort, when the patient was greatly exhausted before the second 
stage of labor had fairly begun, and when, of course, there was 
no dilatation of vagina and perinaeum and the vaginal secretions 
were scanty, I have often introduced a bag into the vagina and 
distended it moderately with water for the sole purpose of short- 
ening labor. In such cases we observe a very close imitation of 
the ordinary processes of labor. The water bag acts just as does 
the hydrostatic wedge furnished by the pouch of membranes. 
Dilatation of the vagina takes place as the bag is forced down by 
the contractions of the voluntary and involuntary muscles, the 
vaginal secretions become more abundant, and finally as the bag is 
forced along the perinaeum becomes stretched more and more until 
the bag is entirely expelled. If desired, it may then be reintro- 
duced and distended still further with water, and left to be ex- 
pelled a second time. Such treatment is usually very efficient. 
In the first place, the vaginal dilatation is usually accompanied by 
dilatation of the cervix, and as soon as the head has entered the 
pelvis it finds the resistance of the soft parts of the parturient 
canal reduced to almost nil so that the second stage of labor is 
quickly ended and with safety to the perinaeum. 

There are two dangers to be avoided — infection and rupture of 
the vagina. The first may be avoided by ordinary attention to 
antiseptic details. To guard against the second danger we must 
exercise great caution. We must consider the distensibility of 
the vagina, and not tax its tissues too much. The principal cir- 
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cumferance of the fcetal head are respectively 32 to 34 and 36 om. 
The colpeurynter, when distended with sixteen ounces of water, 
measures about 30 om. — that is to say, it measures this amount 
when not constricted, but when it is introduced into the vagina 
and then distended with water it becomes elongated, so that if 
subjected to much pressure it would probably measure consider- 
ably less than 30 om. in its greatest diameter. Having deter- 
mined to use the bag, it should first be tested to ascertnin its in- 
tegrity and strength when distended. It is best to fill it to the 
required point and then measure its circumference. The water 
should then be measured so that we may know just how much to 
introduce when the bag is in situ. 

Judging from my own practical experience in obstetrics and 
from very extensive observation in the lying-in hospitals of Eu- 
rope, I feel convinced that too little attention has been paid to the 
intelligent application of artificial means of dilating the soft parts, 
of the parturient canal, and particularly the vagina and perinaeum. 

Dr. Newman: You do not think benefit is derived partially by 
stimulation of the physiological function, as well as from actual 
dilatation? 

Dr. Hoag: That hardly enters into the scope of my paper. I 
discussed the mechanical methods of dilatation. The other 
methods are all in the literature of the subject. 

Official Transactions. 

T. J. Watkins, Editor of Society^ 
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A REPORT OF THIRTY CASES OF PELVIC INFLAMMA- 
TION OPERATED UPON BETWEEN JULY i, 1895 
AND JULY I, 1896, BY VAGINAL INCISION AND 
DRAINAGE.* 

By Amos Wilson Abbott, M.D., Minneapol<s. 

Clinical Profeisor Diseases of Women in the University of Minnesota; Gynaecologrist to 
the St. Barnat>as Hospital and to the City Hospital. 

In order to avoid any inaccuracy arising from possible errors in 
diagnosis or confusion of cases, the notes in these cases for the 
condition and method of operating were taken immediately after 
each operation. The data for results were collected, for the most 
part, between December 15, 1896, and January 10, 1897, all for 
the especial purpose of determining in how large a number there 
would be satisfactory cures by this one method of treatment. 

These cases include only those in which no part of any organ 
was rcnioz'cd and in which the opening into the peritoneal cavity 
was made by the vagina, posterior to the cervix. 

It is also proper to state that during this period the following 
classes of cases of pelvic inflammation were not operated by the 
vagina : 

1. Tubercular. 

2. Tliose complicated by large myomata or cystic growths. 

3. Those in which there was a probability of an accompanying 
intestinal obstruction, appendicitis or abscess above a line uniting 
the anterior superior spinous processes of the ileum. 

4. Those in which there was a suspicion of malignant disease 
beyond the uterus. 

It should also be stated that a few cases operated upon in the 
same manner as those given in the accompanying table, but where 
organs or parts of organs were wholly or partially removed on ac- 
count of laceration caused by breaking up adhesions, etc., are not 
included in the table, but if included would make a higher per- 
centage of permanent cures. 

All other cases of pelvic inflammation were operated by this 
method without further selection, and are all included in the table, 

* Read by invitation. For Discussion see page 130. 
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the intention being to arrive at an estimate of the results obtained 
by treating all possible cases of pelvic inflammation by vaginal 
incision and drainage and on the basis of extreme conservatism. 

The method of operating was in all cases substantially as fol- 
lows: An incision large enough to admit two or three fingers was 
made posterior to the cervix; all accessible adhesions were thor- 
oughly broken up; the fingers in the pelvis were assisted, when 
needed, by abdominal pressure with the other hand, and at the 
same time all abscess cavities were opened widely; all organs, as 
far as possible, were replaced. Lastly, placing of iodoform gauze 
for drainage and retention of prolapsing parts. For drainage, 
the gauze was loosely twisted, was carried to the highest point in 
each abscess cavity, using a separate strip for each abscess. For 
retention of prolapsed parts, the gauze in separate strips was 
placed in more bulky masses, so as to best subserve that purpose. 
Additional gauze was loosely laid in the vagina and left protrud- 
ing, so as to come in contact with gauze placed over the vulva. 

Curetting was done in a few cases when especially indicated by 
a profuse, bloody, purulent, or leucorrhoeal discharge. 

Three cases were supplemented by Alexander's operation. The 
value of these statistics is probably not materially aflfected by these 
measures, except in so far as the comfort of the patient was in- 
creased and the tendency to the recurrence of inflammation dimin- 
ished by the cleansing of the uterus, and by the maintenance of 
its normal position. 

This table shows, first, that there were no deaths; second, that 
27 of the 30, or 90 per cent, have perfectly recovered and are at- 
tending to their daily duties, most of them being hard-working 
women. 

The first case among the imperfect recoveries (No. 2 in the 
table) has a slightly enlarged, but not painful ovary. The uterus 
is not quite normally movable. She still has painful menstruation, 
a tender right movable kidney, much gastric disturbance, and a 
chronic inflammation of the middle ear. Notwithstanding that 
she insists that her pelvic troubles are decidedly better, and that 
she would rather be as she is than have her organs removed, she 
was placed among the imperfect cures, because it is possible that 
much of her discomfort should be charged to the remaining pelvic 
trouble. 

Case No. 10, condition cannot be ascertained, but it is known 
that she had a recurrence of the acute symptoms about a month 
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and a half after the operation, from which she recovered promptly 
and sufficiently to travel to California. 

Case No. 30 had a recurrence of inflammation with pus, for 
which I made a vaginal hysterectomy in October, 1896. 

It is proper to state that 10 of the 30 are of child-bearing age 
and married. None, I think, however, have become preg- 
nant. 

It will be seen that more than ten months have passed since 
the last operation, which may be counted on the side of conserva- 
tism. This is undoubtedly too short a time to warrant the exclu- 
sion of the possibility of recurrence. In recurrent pelvic inflam- 
mation, however, the attacks are not commonly more than from 
two to eight months apart, and taking the very robust condition 
of most of the 27 cases and the absence of physical signs of disease 
in the pelvis, the outlook is at least hopeful. 

Cases Nos. 7 and 20 were gonorrhoeal infections of the tubes, 
undoubtedly cut short. 

There is no tendency to hernia in any of the cases. The con- 
valescence, in accordance with the general experience, was remark- 
ably short. The entire absence of anything like a fresh infection 
of the peritonaeum, the freedom from shock, pain, nausea and in- 
testinal paralysis, were in marked contrast to the history of the 
first few days of what we would call an uneventful recovery from 
a supra-pubic section with the removal of the adnexae. 

A few points learned by experience in these operations may 
possibly be of interest. 

An elevation of the pelvis of not more than four inches, while 
not enough to favor the backward flow of fluids will often be of 
service in keeping back the intesines or omentum, as well as 
aflfording a better view of the parts when desired. 

The left lateral position is not a good one for the operation, 
and especially bad for re-dressing the wound, on account of the 
admission of a large amount of air and a tendency lo the distribu- 
tion of fluids over the peritonaeum, unless we are certain that the 
general peritoneal cavity is shut off above the abscess. 

Nothing seems to be gained by the irrigation of abscess cavities, 
except possibly of the tubes. 

Iodoform gauze is a better drain than wicking, this being sup- 
ported by experiments made outside of the body, showing that 
gauze, after it is once saturated, will carry over a third more fluid 
than wicking in the same time. If the gauze is left for about a 
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week before the first dressing, it is removed with less pain to the 
patient, and no harm has resulted. 

Sutures of the peritonaeum to the vaginal mucosa rather inter- 
fere with than hasten the proper healing of the parts. 

In conclusion, it may be said that the above statistics would in- 
dicate that this operation should be adopted, at least as a prelimi- 
nary measure, in all cases of pelvic inflammation uncomplicated 
by tuberculosis, appendicitis, intestinal obstruction, malignant 
disease or large or inaccessible tumors or abscesses. 
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Present Condi- 
tion. 


Health good. 

Attends to her 
household du- 
ties. 

Health good, ex- 
cept chronic 
rheumatoid ar- 
thritis. 

Pelvis normal. 

Vag. hysterec- 
tomy, Oct., 1896. 
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A CASE OF BEGINNING TUBERCULOSIS OF THE 

MESENTERIC LYMPH GLANDS REVEALED BY 

AN EXPLORATORY COELIOTOMY.* 

By Reuben Peterson, M.D., Grand Rapids, Mich. 

The interesting features of this case and the various questions 
to which it gives rise have led me to report it this evening. 

The patient is a delicate child eleven years old. The family 
history is markedly tubercular, three paternal aunts and one 
paternal uncle having died of phthisis. One maternal aunt also 
died at an early age of an acute form of the disease. While the 
parents have never manifested any tubercular symptoms, they are 
people of weak constitutions and have little power of resistance. 
The elder sister, a girl of eighteen, has been an invalid for the past 
two years. She is now developing a cough, with scanty expectora- 
tion, though physical examination fails to reveal any localized 
tubercular process. Last May I saw in consultation another sis- 
ter, aged twelve, who was in the last stages of general tuberculo- 
sis. This little patient had had abdominal pain for over six years 
of such severity as to interfere with her studies and play. The 
abdominal symptoms became more marked three months before 
death. Ascites and general infection followed. Some few weeks 
after her death I was asked to see the present patient, whom the 
family were positive was developing the same symptoms which 
had proved fatal in her sister's case. A most careful examina- 
tion failed to reveal any localized tubercular process. The promi- 
nent symptoms were iftdefinite abdominal pain, a troublesome 
nausea, and general malaise. There had never been any irregu- 
larity of the bowels. Tonic treatment proved of little avail except 
in remedying the marked anaemic condition of the patient. Janu- 
ary II I saw her again after an interval of several months. I 
found upon examination a localized tenderness over an area as 
large as the palm of the hand situated two inches to the right and 
an inch above the umbiHcus. Otherwise the examination was 
negative. The general appearance had changed but little. The 
nausea was more marked and was accompanied with a constant 
desire for food, but at times complete inability to sw^allow it. 

* Read by invitation. For Discussion, see page 124. 
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The family was advised that the localized abdominal tender- 
ness was probably due to a tubercular process of some kind, and 
an exploratory cceliotomy was urged. This was performed at 
Butterworth Hospital three days later. An inch and a half incision 
was made in the median line midway between the pubes and um- 
bilicus. The exploring finger carried to the site of the abdominal 
tenderness detected a chain of enlarged glands in the mesentery 
of the small intestine. These glands averaged li cm. long by 
I cm. wide. They were freely movable underneath the perito- 
naeum. A small loop of gut, together with the mesentery, was 
brought outside and one of the glands removed for microscopical 
examination and the peritoneal incision brought together by fine 
catgut. The enlarged glands were distributed throughout the 
mesentery, but nowhere were they in such numbers as at the place 
just described. The intestines looked normal, as also did the ap- 
pendix. The following is the report of the hospital's pathologist. 
Dr. J. B. Whinery: 

Report of Dr. Whinery. 

Enlarged gland from the mesentery, hardened in absolute alco- 
hol and imbedded in paraffin. Cut sections stained for tubercle 
bacilli. "Carbol Fuchsin method." Examination negative. Sec- 
tions stained with lithium carmine and picric acid, showed prolifera- 
tion of glandular tissue, occasional groups of cells, probably of 
early tubercular formation. Giant cells absent. No caseation or 
breaking down of tissue. 

The ultimate result of this case is of course problematical. It 
remains to be seen whether the opening of the peritonaeal cavity in 
the early stages of mesenteric tuberculosis will have any appreciable 
effect upon the progress of the disease. That this same procedure 
has accomplished most remarkable cures in peritonaeal tubercu- 
losis is beyond question, yet why this happens is still far from 
being satisfactorily explained. Some six years ago I assisted in 
making an exploratory cceliotomy on a woman for an obscure 
abdominal trouble. The mesenteric glands were found universally 
enlarged, although unfortunately none were removed for subse- 
quent examination. The case was thought to be tubercular, and 
an unfavorable prognosis given. The woman is alive and well to- 
day, having since given birth to a healthy child. The similarity 
in the two cases leads me to think that possibly under the proper 
treatment the present case may also eventually recover. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, January 15, 1897. 

The President, Addison H. Foster, M.D., in the Chair. 

Actinomycosis of the Left Mamnta. 

Dr. L. L. McArthur: The patient presented this evening is a 
woman, twenty-two years of age, unmarried. She has always 
lived in Chicago, except one summer, about four years ago, when 
she lived on a farm north of this city. She had no manifestations 
of the disease until eight weeks ago. About eight weeks ago the 
patient accidentally discovered a small, flattened mass in the upper 
part of the left mammary region. The mass measured about 
I by 2 inches in area, was oblong in shape, free from pain, but 
tender to pressure. Two days later she consulted Dr. Abt, who 
subsequently referred her to me. ITie patient was ansestheized, 
an incision was made over the tumefaction, and a small piece was 
removed for microscopical examination. This eventually proved 
to be normal mammary glandular tissue. The wound healed by 
first intention. Three weeks later the patient noticed a small dis- 
charge of pus from a sinus situated above the site of the explora- 
tory incision. The discharge was thick and yellow, and at times 
mixed with blood. The patient was admitted to the Michael 
Reese Hospital on November 16, 1896. Oh November 17 she was 
anaesthetized, and a semicircular incision was made about the 
inner half of the left breast and the breast elevated. The pec- 
tbralis major and minor muscles were incised, and a dirty choco- 
late brown debris was found v behind the mamma and under the 
pectoralis major. In it many minute yellowish granules were 
found, which under microscopic examination revealed the typi- 
cal actinomycotic ray fungus. The walls of the cavity containing 
the debris were covered with numerous small sulphur-yellow col- 
ored bodies. The growth showed a tendency to spread after the 
operation. On December 8 a secondary operation was performed. 
The gland was almost dissected off, being left to hang on its outer 
edge, the necrotic debris curetted out, and the wound cauterized 
(actual) then left to heal by granulation. Since that time numer- 
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ous subcutaneous sinuses have appeared at diflferent places near 
the edge of the wound, the discharge always containing the char- 
acteristic granules. In dressing the wound 95 per cent, carbolic 
acid was used for injecting into the sinuses, which checked the 
progress of the disease. 

On January 15, the wound was found to be in excellent condi- 
tion, covered with healthy granulations, rapidly healing, and the 
{)atient has gained twelve pounds in weight. 

There was no history of any former inflammatory trouble, no 
abscesses in the neck, no decayed teeth, no pulmonary trouble, or 
symptoms referable to the mediastinum, and the question arose 
as to whether it was a new growth or a chronic specific inflamma- 
tion — that is, tubercular or syphilitic. There is no family history 
of either tubercular or leutic trouble, hereditary or acquired. 

Discussion. 

Dr. Binkley: What is the orgin of the infection? 

Dr. McArthur: I do not know. We have not been able to 
trace it. There was no external lesion to be found anywhere, no 
bronchial or throat trouble. I might say here that the patient 
has been under iodide of potassium treatment, which is the only 
known medication which seems to influence the course of the 
actinomycotic disease. Biological experiments have shown that 
the influence of iodide of potassium, introduced into the culture 
medium in which this organism grows, does not check the growth 
of the organism; it seems Jto be resident in the protoplasm of the 
cellular tissues of the body, that enables it to react successfully 
against the attacks of actinomycosis. 

Dr. Alexander H. Ferguson: I have never seen a case of 
actinomycosis of the breast. Such cases are extremely rare. I 
had one case of the disease which may be of interest to the Soci- 
ety; it followed an operation for the radical cure of hernia. Some 
two years ago in using catgut in an operation for the radical cure 
of hernia the wound healed all right until about the third week, 
when a small sinus developed, and three weeks after that there 
was a fully developed pathological mass, presenting all the char- 
acteristics that have been sh6wn this evening in Dr. McArthur's 
case. Microscopical examination revealed it to be actinomycosis. 
A secondary operation was done with a view of removing this 
mass. The abdomen was opened, we removed a large amount of 
omentum, and found that the disease had gone beyond the omen- 
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turn and implicated the bowels. The patient recovered from this 
operation, and left the hospital with the growth still in progress, 
went to the poorhoiise and died there. This is the only case of 
actinomycosis I have ever had. 

Dr. Weller Van Hook: I would like to ask Dr. Mc Arthur 
whether he used potassium iodide in this case. 

Dr. McArthur: Iodoform has acted better than anything I 
have tried. I have used iodine, carbolic acid, and iodoform, in- 
jected into the sinuses, and iodoform seems to act better than any 
of the others. 

Dr. Van Hook: I have had one case of actinomycosis of the 
jaw, which involved the lower jaw up to the ramus, and extending 
along the fascial layers of the neck, the disease being so extensive 
that its complete extirpation was impossible. Iodide of potas- 
sium, given in as large a quantity as possible, did not influence the 
course of the disease, contrary to what is reported by European 
surgeons. 

Dr. Ferguson: Iodide of potassium had no effect upon my 
case whatever, and I gave it continually. , 

A A^czif Speculum. 

Dr. Amos W. Abbott, of Minneapolis, Minn.: The instrument 
that I wish to present to you this evening is a self-retaining specu- 
lum, adapted for country practitioners or those who do not have 
an office assistant. It will take the place of a Sims speculum. I 
have given it a thorough test in operations upon the cervix, for 
vesico-vaginal fistula, curetting, dilatations, etc. It can be used 
with the patient in the knee-chest as well as in the dorsal position. 

Multiple Myofibroma of the Uterus. 

Dr. G. William Reynolds: This specimen was removed from 
a patient yesterday morning at St. Joseph's Hospital. She is 
forty-nine years of age, married, and has never borne children. 
This tumor was not noticed, until about three years ago. Within 
the last six months its growth was so rapid that it caused the 
patient a great deal of distress, and she consulted Dr. Otto, who 
referred her to me. On palpation I found a large tumor extend- 
ing about three inches above the umbilicus, quite movable, and 
non-fluctuating. On digital examination the mass extended to 
the floor of the pelvis. My diagnosis was multiple myofibroma, 
I made the usual median abdominal incision, from a point about 
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2 inches above the umbilicus to an inch of the symphysis pubis. 
The tumor was readily delivered and the ovaries and tubes tied 
off on either side. The uterine arteries were then tied and the 
tumor amputated. The operation was bloodless. At the time of 
the operation the tumor presented the appearance of malignancy, 
and although it was originally a subserous myomatous growth, 
I believed at the time of operation that a transformation from a 
benign to a malignant growth had taken place, and thought it 
advisable to remove the ovaries and the uterus along with it by 
supravaginal amputation. If I were not suspicious of its having 
been a malignant growth I should not have removed either the 
ovaries or the uterus. There was very little shock following the 
operation. The temperature was a little elevated, perhaps iooj°, 
but I attribute the elevation of temperature to fermentation fever, 
considering that it occurred so soon after the operation. Had 
the temperature arisen a degree two or three days after the opera- 
tion I certainly should have suspected infection, but this evening 
when I saw the* patient the temperature was gradually dropping, 
and she was doing very nicely. 

I used sterilized catgut for sutures and ligatures after the new 
formula given by Professor Senn (an improved Hofmeister's 
method of sterilization of catgut), which has been prepared by 
the Sisters of Charity of St. Joseph's Hospital. He has written 
an article on this subject, which was published in the Journal of 
the American Medical AssociatioHy December 12, 1896, p. 1219. The 
catgut is prepared and placed in a 4 per cent, solution of formalin, 
in which it is allowed to remain for forty-eight hours, after which 
It is placed in a running stream of water (sterilized) for twelve 
hours. Warm water is preferable. It is then boiled for from 
fifteen minutes to half an hour. Having gone through this pro- 
cess, it will kill any microbe or the spores of microbes that are 
known to exist. It is afterward preserved in absolute alcohol, to 
which is acWed 10 per cent, iodoform and 5 per cent, glycerin. 
I have used this preparation of catgut in three cases of hysterec- 
tomy without any septic infection following in any of them. I 
therefore feel that we have reached perfection as far as aseptic 
catgut buried ligatures are concerned, for we avoid the great bug- 
bear that we meet with in using silk. If infection should occur, 
we do not have to wait for weeks and perhaps months until the 
ligature becomes detached before the fistulous opening closes. 
We are absolutely sure that it is aseptic, and it is perfectly pliable. 
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It does not lose any of its strength, and you may use as much 
force as you wish in tying it and you cannot break it. It is as 
strong as silk. 

After removing the tumor I amputated at the internal os, cov- 
ered the stump with peritonaeum, and sutured it to the broad 
ligaments on either side, in order that the patient might not in 
the future be the victim of , cystocele, proctocele, or the unpleasant 
after effects of these operations which sometimes occur. In clos- 
ing the abdominal wall I used four rows of sutures: First, catgut 
to close the peritonaeum; second, silkworm gut inserted down to 
the peritonaeum, but not into the peritonaeal cavity; third, catgut 
to suture the external oblique facia; fourth, after tying the silk- 
worm gut sutures I used horsehair to approximate the skin. 

Dr. Weller Van Hook: If any one tries to sterilize catgut by 
Hofmeister's method, let him be sure that the water is boiled 
before the formalin is added, otherwise the catgut will sometimes 
be spoiled because of the collection of oxygen bubbles on the sur- 
face of the catgut. As the water gets warm the oxygen is sepa- 
rated from it, thus keeping the formalin away from the catgut. 
The water should be boiled beforehand in order to drive the 
oxygen away. This point is mentioned because not referred to 
by some American writers who have dealt with the subject. 

Dr. Reuben Peterson: If I understood Dr. Reynolds cor- 
rectly, he said he suspected at the time of the operation that the 
tumor was malignant, and that the subsequent microscopic ex- 
amination has proved this to be true. 

Dr. Reynolds: I said macroscopic examination. 

Dr. Peterson (continuing): As I live outside of the city I do 
not have an opportunity to see much of the work of the different 
gynaecologists in Chicago. I could not exactly get the drift of 
the doctor's argimient for doing a supravaginal amputation of a 
uterus that he suspected to be malignant. Under the circum- 
stances I should think it would be a better plan to alsc> remove the 
cervix. I judge from the doctor's further remarks that the reason 
he did not do so was his fear that subsequently the patient might 
have rectocele or cystocele. 

My experience with hysterectomy for uterine fibroids is lim- 
ited. I have only operated upon twelve cases, but I have been 
able to follow the after histories of these cases very accurately, 
although a period of over four or five years has elapsed since the 
operation was performed in some of the cases. I have not as yet 
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encountered a case of cystocele or rectocele, and in eight of the 
cases I removed the entire uterus, cervix and all. I always em- 
ploy this method because it establishes better drainage, and one 
of my reasons for removing the cervix is on account of possible 
malignancy which may follow at the age in which these tumors 
are usually removed. 

I was also interested in the doctor's method of suturing the 
abdominal wound. I cannot see the reason why silkworm gut 
sutures should be passed down so far and then tier sutures used, 
because microscopical examination has shown that infection comes 
from the skin, and that it is liable to travel down the suture, and 
in that way infection of the deeper structures is more apt to arise 
than if the tier suture had been used and silkworm gut or horse- 
hair for the skin. 

Dr. T. J. Watkins: I would ask Dr. Reynolds if the catgut 
swells much in this process of preparation. At St. Luke's Hos- 
pital experiments with the method described by Dr. Senn have 
been made, and the catgut has swollen. Why is the catgut placed 
in running water for so long a time? What would be the objec- 
tion if some of the formalin was left in the catgut, as formalin is a 
strong antiseptic? Is ordinary hydrant water used? 

Dr. Ferguson: Is the catgut tested bacteriologically before it 
is used for surgical purposes? 

Dr. Reynolds: In regard to catgut, I believe those who have 
been experimenting, as Dr. Watkins says, at St. Luke's Hospital, 
made a mistake in not winding the catgut sufficiently tight. It 
should be wound tightly on glass tubes, one layer only, and tied 
tightly at each end. If it is not tied tightly it will certainly swell. 
We have made bacteriological tests before using the catgut, and 
have found it sterile. In no case have we had infection following 
its use. We always use sterilized warm water during the process 
of washing the catgut. The formalin hardens the gut, and if any 
spores should remain in the catgut they are developed into patho- 
genic microbes while in the running water, and then are afterward 
destroyed by boiling. I do not know but formalin might have a 
deleterious effect upon the tissues. Dr. Senn's idea in using iodo- 
form instead of carbolic acid or bichloride of mercury is that it 
has a less irritating effect upon the tissues, which I believe to be 
true. 

Dr. Henry P. Newman: How do you get your warm, run- 
ning, sterilized water? 
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Dr. Reynolds: We have a large reservoir connected with the 
boiler in the engine-house of the hospital, and this is kept full. 

Dr. Newman: Is the catgut being prepared constantly? 

Dr. Reynolds: Yes. In regard to Dr. Peterson's remark as 
to why silkworm gut was used, if I understand him rightly, he 
thought there was danger of silkworm gut being introduced down 
through the skin to the peritoneal cavity. For tha reason alone 
I inroduced the silkworm gut down to but not into the peritonaeal 
cavity. The peritonaeum is closed with sterilized catgut, and 
silkworm gut sutures are used to close the muscles, the fascia and 
the skin, but the sutures do not enter the peritonaeal cavity. The 
fascia is again sutured separately in order to secure adequate 
union. I did not remove the cervix, for the reason that I thought 
I had reached the limit of the disease. If the tumor was a sar- 
coma, as I had suspected, it is not likely that it would implicate to 
any very great extent the cervix, as we know that sarcomatous 
growths do not, as a rule, follow the lymphatics, but may follow 
the venous circulation. I am satisfied the tumor will not recur in 
the cervix, but it may do so by metastasis in other parts of the 
body. 

Dr. M. L. Harris: In answer to Dr. Watkins' question with 
regard to placing catgut in formalin solution, I will say that the 
method which Dr. Senn described was deVised and developed by 
Hofmeister. The object of placing catgut in formalin solution is 
for the peculiar and specific property which the formalin has of 
rendering the catgiit insoluble in hot water, and thus permitting 
it to be boiled. The formalin is not used on account of any anti- 
septic property which it may possess, nor to render the catgut 
sterile, but is employed entirely for the peculiar property which 
it has rendering gelatinoid substances insoluble in hot water. 
It is then permitted to remain in running, ordinary faucet water. 
It has been shown that if catgut be allowed to remain in contact 
with formalin beyond a definite length of time, the formalin spoils 
the catgut; consequently it is placed in running water to remove 
all the formalin from the catgut. After this stage the catgut may 
be permitted to remain almost indefinitely before being sterilized. 
It need not be sterilized at once, although it is better to do so. 
When I say an indefinite time I mean several days or a month. 
After the last traces of the formalin have been removed, the catgut 
is then boiled, and it stands the temperature of boiling water by 
virtue of the change which has been wrought by the formalin. 
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The sterlization is due entirely to the boiling. The catgut may 
be boiled more than once. If it should become soiled after the 
first boiling it may be reboiled. It will stand reboiling a number 
of times, but not indefinitely, because after two or three boilings 
the tensile strength of the catgut is diminished. 

After being sterilized by boiling the catgut should be preserved 
in some antiseptic solution, such as alcohol, glycerin, bichloride 
of mercury, etc. 

Extra- Uterine Pregnwicy. 

Dr. Martin W. Bacon (present by invitation): This is a speci- 
men of extra-uterine pregnancy which was removed on the 4th of 
this month. It has some points of more than ordinary interest; 
first, it was located a little differently from those we ordinarily 
find; and second, the symptoms were somewhat obscure. The 
patient was a woman, twenty-four years of age, and had been 
rparried three years. Menstruation began at the age of thirteen 
and a half years, had always been regular but painful, and lasted 
one or two days. Her last menstruation occurred on October i. 
The following menstruation was delayed five days, when it sud- 
denly appeared at breakfast- time, but was not accompanied by 
more pain than usual, but she thought the pain was a little more 
severe than usual. There was a very slight but continuous flow 
from that time until the expiration of five weeks, when I first saw 
the patient. By as careful an examination as I could make under 
the circumstances I failed to detect any enlargement, although 
the patient would not submit to a very careful and thorough ex- 
amination. I asked the privilege of putting her under an anaes- 
thetic to complete the examination, and the next day, the i6th, 
under complete anaesthesia and perfect relaxation, I was unable 
to detect any special enlargement of either tube or ovary, but it 
seemed that the left ovary was a little enlarged, but not enough 
to be appreciated. After examination under the anaesthetic I was 
somewhat disposed to change my first diagnosis of probable extra- 
uterine pregnancy. I cleaned out the uterus with a dull curette 
carefully and removed what looked like placenta membrane, but 
which later proved to be deciduous. There was no reaction from 
the operation. The flowing ceased for about four days, when it 
again continued as before. At this time she suffered a little pain, 
but from any of the statements I could get from the patient she 
had at no time well-marked pain. This slight pain continued 
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until the last day of the month. On December 31 she was taken 
with a somewhat characteristic and severe pain. I was away at 
the time, and another physician was called, but I saw the patient 
early the next morning. At that time the tumor could be easily 
mapped out, and I asked Dr. Watkins to see her with me. She 
was taken to the hospital the next day, and operated on January 4. 
The tumor was located at the extreme end of the tube. All 01 the 
ovarian tissue which was found upon that side was incorporated in 
the tumor. The tube is patent, one end of it being clamped off. 

There was one peculiarity about this case. The other tube 
was attached very firmly to the right ovary and distended with 
about one half ounce of bloody serum. The adhesions were so 
dense that it was not possible to separate them without tearing 
the ovary. We incised the tube, stripped it very carefully, leav- 
ing an opening, and stitched the mucous surface to the peritonaeal 
surface at the end of the tube, as the patient refused to submit to 
any operation which would remove both. 

I have had some microscopic slides made from the section that 
was removed, but the microscopic report does not throw any light 
upon the subject. The slide shows an ordinary cyst wall of fibrous 
tissue with a very abundant supply of blood vessels. A small 
foetus can be seen in the centre of the mass. The ovary is spread 
out over a part of the mass. Part of the wall seems to be firmly 
organized blood clot. 

Syphilitic Osteochondritis, 

Dr. Karl F. M. Sandberg: I have here a few sections of bones 
of a syphilitic foetus showing syphilitic osteochondritis. They are 
sections of the femur and of the upper and lower extremities of 
the humerus. They show the characteristic broad high-colored 
demarcation line between the bony part and the epiphyses. 

A Case of Beginning Tuberculosis of the Mesenteric Lymph Glands 
Rez'caled by an Exploratory Celiotomy, 

Bv Reuben Peterson, M.D. 

(See page 1 14.) 

Tubal Pregnancy. 

Dr. Peterson exhibited the following specimens and related 
their histories: 

Mrs. K., aged thirty-four, married seven years, never preg- 
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nant. During the past few years the patient has had pain in the 
lower abdomen, and other symptoms indicative of chronic disease 
of the appendages, but has led an unusually active life until last 
March, when, after missing one menstrual period, she was seized 
with a sudden sharp pain in the left pelvis, and was confined to 
the bed for five weeks with extreme abdominal tenderness accom- 
panied with tympanitis. She recovered very slowly from this 
attack, and continued to suffer from an intense backache and pain 
and tenderness in left side, which led her to consult me. Exami- 
nation showed an extremely tender mass, the size of the fist, 
attached to the left side of the uterus and lying upon the floor of 
the pelvis. As the patient was extremely anxious to avoid an 
operation, she was treated at the office for a number of weeks 
with ichthyol tampons, with a perceptible diminution in the ten- 
derness of the mass, but no perceptible decrease in its size. As 
the patient's general condition was not improving, and as she was 
prevented from following her occupation, operation w^as advised 
and accepted. Operation, December 22d, at Butterworth Hospi- 
tal. Upon opening the abdomen the mass in the left pelvis was found 
to consist of a tubal gestation the size of a hen's Qgg everywhere 
adherent to the intestines. The mass was only enucleated after 
a tedious dissection, and with the aid of Trendelenberg's position. 
The right tube and ovary were adherent and prolapsed. The 
fimbriated extremity was non-patent, and as the patient had re- 
quested that she be made well at all hazards, these were removed. 
The abdominal incision was closed with catgut for the peritonaeum 
and fascia and silkworm gut for the skin. No irrigation or drain- 
age was employed. The patient has made an uninterrupted con- 
valescence, and is now up and around the hospital, and will be 
discharged in a short tiime. 

The only point with reference to the operation which is par- 
ticularly interesting is in regard to the route which was chosen in 
this case. This was a typical case of extra-uterine pregnancy 
which was not being absorbed, and it would have been impossible 
to have enucleated the mass through the vagma, even if the proper 
instruments had been used and great skill had been displayed in 
the operation, because the bowels were very adherent to the mass, 
and it was only by means of the most delicate manipulation, by 
the use of the Trendelenberg position, that the adhesions were 
separated without endangering the integrity of the bowel wall. 
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An Imperfect Uterus. 

The next specimen I show you is a rather unucual one. This 
uterus, tubes, and ovaries were taken from an old woman about 
seventy-five years of age. She died from some obscure pulmc nary- 
trouble, and the hospital's pathologist (Dr. Whinery) made an 
autopsy, removing the tubes and ovaries for examination. After 
their removal he made a section in order to open up the canal, 
and found, much to his surprise, an almost solid uterine body. 
The cervical canal was less than an inch in depth, as you will see. 
The right tube is impervious to the probe. The other tube is pat- 
ent, and a probe can be passed down to the uterus when it strikes 
this solid body. Microscopical examination of the body shows 
that there is no gland tissue there; while a similar examination 
of the closed tube shows that the tubular elements are present, but 
that the tube is impervious. The explanation of this strange con- 
dition must be that the central wall, formed by the coming 
together of the ducts of Miiller in early foetal life, failed to be ab- 
sorbed in the upper portion of the uterus and a solid body resulted. 
The history we obtained afterward from the members of the family 
was that this woman had a ''show'' at the usual time, when thir- 
teen or fourteen years of age, but only once or twice, and nothing 
had been seen since. 

Gangrenous Appendix Vermiformis. 

Dr. Peterson : Mr. O., aged seventeen, a patient of Dr. 
Gauntlett, Elk Rapids, Mich., who was first called to see the case, 
December 14th, 1896. He found the patient with a temperature 
of 102.5°, pulse 120. Abdomen swollen and tender, especially 
over McBurney's point. The boy had received a severe wrench 
of the right side while shoeing a horse five days previously. 
There was severe pain and tenderness in region mentioned for 
three or four days, but he did not give up work until the day pre- 
ceding the doctor's visit. Happening to have at this time an 
operative case at Elk Rapids, I was asked to see the case, and, 
fully prepared to operate if necessary, drove in company with the 
doctor twelve miles to the patient's house. During the twenty- 
four hours since the doctor's visit the condition of the patient had 
markedly improved. The bowels had moved freely from the 
cathartics administered, the abdomen w^as flat, the temperature 
and pulse normal. There was. however, an area of decided dull- 
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ness in the region of the appendix, and a rectal examination 
showed decided tenderness in the left pelvis. Because of the dis- 
tance of the patient from medical aid, and the severity of the pre- 
vious symptoms, an operation was advised and accepted. As 
aseptic an operation as possible was performed in the midst of the 
most undesirable surroundings and in a poorly lighted attic. 




Gangrenous Appendix Vermiformis. 

The abdomen was opened with a three inch incision parallel to 
Poupart's ligament. The presenting bowels as well as the adja- 
cent peritonaeum were found to be deeply injected. The appendix 
was found deeply situated in the pelvis, and upon breaking up the 
slight adhesions surrounding it pvis oozed up into the abdominal 
incision. As the appendix was drawn out of the incision upon 
the abdominal walls two foecal concretions popped out of a gan- 
grenous area which was on the point of rupturing. Pus escaped 
freely from this opening. Tlie base of the appendix was ligated 
with silk and the organ removed. The stump was covered with 
peritonaeum and dropped. The abdominal cavity was washed out 
with large quantities of boiled, strained water and a gauze drain 
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inserted. The incision was partially closed with interrupted silk- 
worm gut sutures. 

In a letter recently received from Dr. Gauntlett it is learned 
that the patient has made a good recovery. The gauze was re- 
moved in four days, and the wound is gradually healing from the 
bottom. 

Discussion. 

Dr. Alexander H. Ferguson: With reference to Dr. Peter- 
son's paper, the surgical procedure that has been performed by 
Lauenstein, if I remember rightly, is the removal of the retroperi- 
tonaeal glands by making a large U-shaped incision and raising the 
abdominal wall, and then removing the tubercular glands situated 
retroperitoriaeally. Some time last spring I operated on a case 
which I supposed to be one of chronic appendicitis. I found a 
cordlike vermiform appendix with slightly pathological conditions 
sitviated in and around it. Tlie retroperitonaeal glands were 
greatly enlarged and tubercular in character, which probably had 
given rise to nearly all the clinical features of the case. I extended 
the incision, removed a dozen of these glands on the right side 
retroperitonaeally, and I could feel that there were some enlarged 
glands on the other side, but these were not so markedly enlarged 
as those on the right side. The young girl made a beautiful re- 
covery. I advised a second operation, but she improved so much 
and is now in such an excellent condition that she would not un- 
dergo a second operation. When we remove tubercular glands 
'on one side of the neck and leave them on the other side, if we 
resort to constitutional treatment after the first operation, it is 
sometimes not necessary to operate on the other side, for the 
reason that there is a tendency on the part of nature to throw off 
the disease. It may be so in this case. 

Recurring Appendicitis, 

Dr. John T. Binkley, Jr.: I want to occupy the time of the 
Society for a few minutes in speaking of some interesting cases of 
appendicitis. A few months ago I reported a case of recurrent 
appendicitis. A year had elapsed from the time the first opera- 
tion was done, in which the abscess was opened and drained. 
Hernia resulted from this case from delayed union of the parietal 
walls, but the patient did not consult me on that account. He 
had a recurrent appendicitis. Upon making an incision through 
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the thin wall of the old scar, the appendix, normal in appearance 
(excepting much enlarged), was found under the incision. I ex- 
amined the specimen to see if there originally was an opening in 
the appendix, because at the time of the primary operation there 
was an abscess cavity. If there was a perforation of the appendix, 
I could not find evidences of it, and the appendix was much the 
same as we find in a catarrhal condition. 

Last evening I operated upon a patient upon whom I had oper- 
ated three years ago with the assistance of Dr. Daniel Nelson, and 
the present attack recurred six or eight days ago. The patient 
was brought into the hospital with a temperature of 103° with the 
same general history as before. Originally there was an abscess 
which I had drained from the flank by means of through and 
through rubber tube and gauze drainage, and the patient lived 
comfortably until the present time. This patient also had a small 
hernia. The scar was thin, and this specimen shows you the con- 
dition of the appendix, which I found curled up under the colon. 
The distal extremity of the appendix lay just where my posterior 
drainage went the first time. I first encountered the omentum, 
which was attached to the parietal peritonaeum all around the 
original incision, and had become stretched and formed a hernial 
mass. This I dissected away, peeled it off from the parietal peri- 
tonaeum, and removed a mass as large as my hand. I packed 
around my incision, looked down close to the side of the wound, 
and saw a discolored mass which I could not at first recognize, 
lying under and to the right side of the head of the colon. I 
thought at once that I had found the mass containing the appen- 
dix, and by pushing my finger close to the abdominal wall I could 
slip my finger down under the mass and loosen up the adhesions 
the same as in a case of pus tubes. I then split it away from the 
head of the colon. I found, as you see, about one inch of the 
proximal end of the appendix was normal in size. I packed off 
all around this area with iodoform gauze, so that I could get a 
field in which to work, and to prevent the contents of the sac 
from entering the peritonaeal cavity in case of rupture. This pre- 
caution was well taken, for I unfortunately ruptured the sac, and 
from it came half an ounce or possibly more of a thick, grumous 
fluid, such as we frequently see coming from dermoid cysts. The 
odor was foul and characteristic of bowel infection. I finally de- 
livered the proximal half of the appendix, which you see toward 
the mouth of the bottle, and in going a. little higher up and more 
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under the colon, I removed a second piece, the enlarged and gan- 
grenous distal extremity. The appendix which you see was shelled 
out of a mass of plastic lymph, and is the result of the operation. 
I found the distal extremity lying at the point at which the tube 
had perforated the flank posteriorly. The manipulation required, 
and the extensive dissection I had to make with my finger to 
loosen up this mass, induced me to again insert a drainage tube in 
the flank. 

I have had two cases of recurrent appendicitis occurring in my 
own practice, in both of which I have been able to get the appen- 
dix a second time, which I did not find during the primary opera- 
tions, for the simple reason that I did not feel like making a thor- 
ough search for them. 

This first case made a perfect recovery. 

Upon reviewing this paper, ten days after operation, I am able 
to report the second patient in splendid condition. 

A Report upon Thirty Cases of Pelvic Inflammation Operated upon, 
between July i, 1895, and July i, 1896, by Vaginal Incision and 
Drainage. 

By Amos W. Abbott, M.D. 

(See page 104.) 

Discussion. 

Dr. E. C. Dudley: The essayist is to be congratulated, first, 
upon having given us a very instructive paper; and, second, upon 
the excellence of his results. A sharp therapeutic distinction 
should be made between the two forms of castosalpinx — hydrosal- 
pinx and pyosalpinx. Hydrosalpinx is a less strong indication 
for radical operation than pyosalpinx. When the diagnosis of 
hydrosalpinx can be made, the removal of the serum by aspiration 
may be followed by restoration of the functions of the tubes — i. r.. 
it may be followed by the reopening of its lumen. This would 
hardly take place when the occlusion had been due to strong 
adhesive inflammation. It would only be possible when, as often 
occurs in hydrosalpinx, the adhesions are very weak, or when the 
occlusion is due to the sw^elling of the mucosa. Vaginal aspira- 
tion of hydrosalpinx, followed by efficient local massage, after the 
Brandt method, and by such systemic treatment as will increase 
the patient's resistance to infection, may result in cure. 
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The results of Landau and others in Europe, and of Henrotin, 
Abbott, and others in this country have made incision and drain- 
age for pyosalpinx as recognized procedure. The operation, 
however, even though it produces a systemic cure, seldom restores 
the functions of the tube, but rather produces complete oblitera- 
tion of its lumen, thereby converting it into a cord. This is the 
same result which occurs spontaneously in recurring appendicitis, 
usually called appendicitis obliterans. It is well known that 
chronic suppuration of a mucous membrane, even though drained, 
is most intractable. On the other hand, a parometric abscess sur- 
rounded by cellular tissue when emptied naturally closes spon- 
taneously; hence we may expect more prompt and more perma- 
nent results in the cellulitis abscess than in pyosalpinx. I have 
repeatedly incised and drained, however, both forms of abscess, 
and, so far as observed, with very satisfactory results in the major- 
ity of the cases. Failure, however, will occasionally occur. Two 
weeks ago I operated in a very acute case, and removed by vaginal 
incision a very large quantity of pus which contained gonococci in 
abundance and a few streptococci. The patient is not doing well. 
Her temperature to-night is 104°, and pulse 125. I am afraid that 
I shall have to open the abdomen after all and remove the appen- 
dages. 

Unfortunately we do not yet know how to draw the line be- 
tween those cases in which vaginal incision and drainage is ade- 
quate, and those in which a complete cure cannot be obtained 
short of the radical removal of the uterine appendages. Thus 
far, however, we must admit that we have been removing the 
appendages in some cases when vaginal incision and drainage 
would have been quite adequate. It may never be possible usually 
to make the distinction before operation. Possibly the future 
practice may be, first, to drain through the vagina; and, second, to 
do the radical operation for those cases in which that drainage has 
proven inadequate. The essayist excludes the radical operation 
for tuberculous tubes. Will he kindly inform us how he makes 
the diagnosis of tuberculous tubes before the operation, and how 
does he know that the tubes which he drains through the vagina 
are not tuberculous? In very many cases pyosalpinx is tuber- 
culous. If he is to reserve tuberculosis for the radical operation 
he must make a differential diagnosis beforehand. I think that 
all cases of sactosalpinx operated upon by any method should 
after operation or during operation be subjected to bacteriological 
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examination. It goes without saying that an infected uterus 
should be given an efficient sharp curettage before the operation 
is carried to the uterine appendages. 

In this connection a certain question arises which, perhaps, 
some of the enthusiastic hysterectomists may be able to answer. 
The removal of the uterine appendages, especially if the tubes be 
taken off close to the uterus, almost always puts an end to the 
physiological functions of the uterus. Now pathology is only 
physiology modified by disease; hence, it is a fact that in the 
vast majority of cases pathological processes in the uterus are 
interrupted by the removal of the appendages. The same result 
is also observed as a consequence of the normal menopause — 1. f ., 
the menopause, whether artificial or natural, tends to cure inflam- 
mation of the uterus. The ultra-hysterectomist declares that 
when the appendages are removed for septic diseases the uterus 
becomes a pernicious, pestiferous nuisance, and ought therefore 
to be removed in every case. Surely obliteration of the tubes — 
i.e.y their physiological removal, which results from incision and 
drainage of pyosalpinx, ought to be quite as clear an indication 
for the removal of the septic uterus as the anatomical removal of 
the appendages. Indeed, the indication, if there be one, for its 
removal should be even stronger when the tubes are only obliter- 
ated than when they are actually taken away, because in oblitera- 
tion of the tubes the vascular, lymphatic, and nervous connections 
of the uterus still remain. These, I have just explained, may still 
preside over its physiological functions, whether those physiologi 
cal functions be simply physiological or whether they, be modified 
by disease, and therefore pathological. But notwithstanding this 
stronger indication for hysterectomy, we find that after oblitera- 
tion of the tubes the once septic uterus usually does no harm. If 
this reasoning is correct, the uterus is removed too often. Let us 
not remove the uterus simply because of a certain prejudice 
against it. There is a classical surgical maxim, **Save what you 
can. 

Vaginal incision and drainage is a reversion to the method of 
twenty years ago — ^a method condemned and until recently sup- 
posed to be obsolete. Its revival with improved technique and 
antisepsis now promises in many cases very permanent and useful 
results. The operation, although in principle more simple, is yet 
more difficult to perform. It takes a better man to do it well than 
to open the abdomen and remove the appendages. The great 
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objections to the operation are: First, the occasional difficiiUics 
of haemostasis. Second, the increased danger of perforation of 
the bowels. I have recently had two cases of perforation coming 
on several days after the operations. Third, the difficulty and 
sometimes impossibility of doing thorough work in the dark. One 
should always be prepared, if necessary, to open the abdomen. 
It will not be time to dogmatize on either side of this question 
until we know more of the ultimate results of the vaginal incision 
and drainage. 

Dr. L. L. McArthur: I wish to say that Dr. Abbott has fur- 
nished a conclusive answer to the question as to the removal of 
the uterus and the rest of the pelvic organs when the ovaries are 
at fault. He demonstrates positively the value of the swing of 
the pendulum to the vaginal rather than the abdominal route, in 
pointing out that of the secret of success of all the vaginal opera- 
tions is drainage. 

When presenting the specimen of myomatous uterus the ques- 
tion as to why Dr. Reynolds did not remove the uterus entirely 
instead of leaving a portion of the cervix was commented upon, 
and the remark was made that if he had removed the rest of the 
cervix he would have established better drainage. The trend of 
operations per vaginam rather than through the abdominal wall 
has, in my opinion, been wholly incident to the better results ob- 
tained, not from the fact that they operated through the vagina, 
but because they thus provided ample drainage. The cases pre- 
sented to-night show that drainage in this situation is sufficient in 
the majority of acute inflammatory processes in the pelvic organs 
to induce a subsidence of the inflammatory process. I, for one, 
am heartily in favor of surgery in the removal of tissues or organs 
that are hopelessly diseased, but in removing organs that are not 
diseased I would say no. 

Dr. Christian Fenger: I was glad to hear Dr. Abbott's paper, 
because vaginal incision and drainage for pelvic abscesses is a 
method I have employed in a great many cases, and with the other 
speakers I am disinclined to remove a uterus that is not hopelessly 
diseased. I have only met with one case where I was obliged to 
remove the uterus for inflammation. In this case I removed the 
tubes first, and the inflammation extended to the horns of the 
uterus, so much so as to necessitate three or four months after- 
ward the removal of the uterus. I have never had occasion to re- 
move the uterus in peri-uterine inflammations, and whenever I can 
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reach the pyosalpinx or its cavity from below I prefer the vaginal 
to the abdominal method. 

Dr. Dudley: I would ask Dr. Fenger if he has not encoun- 
tered cases where the suppuration and involvement were so great 
in operation from below that he had to go in from above. 

Dr. Fenger: Yes, in cases that I could not deal with success- 
fully from below. 

Dr. Dudley: I would emphasize the fact that we sometimes 
go in from below, and then find that we have to open the abdomen 
in order to make a thorough operation. 

Dr. Fenger: Or rice versa. 

Dr. T. J. Watkins: I have been exceedingly interested in this 
paper. Dr. Abbott deserves praise for his original work, and 
congratulations upon the results which he has obtained. A year 
ago last June I reported before this Society nineteen cases treated 
by vaginal section and drainage. I reported that three of them 
continued to have some thickening in the region of the abscess 
that might necessitate a secondary operation, but perfect recovery 
has resulted without operation. 

I also reported that two of the patients had sinuses. One of 
these was cured by vaginal drainage, and is now perfectly well. 
The other patient has had an abdominal section made. I found 
papillo carcinoma of both tubes. The disease has not recurred, 
and the patient is now well. Since June, 1894, I have operated at 
least twenty-five cases of pelvic suppuration by vaginal section 
and drainage. There have been four deaths, but all of the fatal 
cases had general peritonitis, and I feel quite certain that they 
would have died, whatever mode of treatment had been practised. 

I have been much interested in the paper Dr. Frankel has re- 
cently published. In three years' work he has removed the ap- 
pendages only about fifteen times for suppurative disease, and he 
never removes them without first attempting to cure the patient by 
vaginal section and drainage. 

It would seem, as Dr. Dudley has said, that with vaginal sec- 
tion and drainage small pockets of pus are left unopened; but the 
very smooth recovery from the operation, and the very few re- 
lapses after the operation would indicate that this objection is 
more theoretical than practical. In many of the chronic cases the 
pus has probably become sterile, and the small amount of it left 
may do no harm. I think we can follow this procedure now better 
than we could a few years ago. Then we thought it was very 
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important not to allow any pus to come in contact with the tissues; 
now we do not fear contact of pus if we provide for free drainage. 

Whenever the abscess is on the floor of the pelvis, I invariably 
prefer to make a vaginal section, but always have the patient pre- 
pared for an abdominal incision to be made at the same sitting if 
I find satisfactory work cannot be done through the vaginal in- 
cision. 

Dr. E. C. Dudley: I desire briefly to recur to a case in point. 
About two months ago a friend of mine opened a pelvic abscess 
through the vagina. The patient did not do well. Two weeks 
later, in consultation, I enlarged the original incision and opened 
another still deeper abscess. After this the patient did well for a 
week. Then there was further evidence of suppuration. The 
doctor, who was an excellent operator, opened the abdomen near 
the pubes in front of the uterus, and established through and 
through drainage from the abdominal wall into the vagina. In a 
few weeks the patient recovered and considered herself quite well. 
Last week, however, I again saw her in consultation. The tem- 
perature was high, and there was further evidence of suppuration. 
I found a mass in the region of the appendix vermiformis, made an 
incision directly over it, evacuated another pus cavity, and drained. 
The patient is now making an excellent recovery. This last ab- 
scess was undoubtedly due to appendicitis. This was probably 
the original source of inflammation. The case illustrates the fact 
that we must sometimes follow up these abscesses and evacuate 
them as they appear. 

Dr. John T. Binkley, Jr.: As I am down on the programme 
to defend the subject that, *Svhen operating for septic pelvic dis- 
ease and removing the ovaries, it is usually advisable to remove 
the uterus also," and reference has been made to it pointedly in 
connection with the discussion to-night, there are one or two 
points I want to refer to. I am glad to hear the evidence pre- 
sented by Dr. Abbott and other men, for the reason that I profit 
by what they say. I think, however, that Dr. Dudley, in discuss- 
ing Dr. Abbott's paper, first objects to the method outlined, and 
then finally winds up by lauding it. 

Dr. Dudley: I made no objection to the method at all. 

Dr. Binkley: I must have misunderstood you then. Dr. 
Dudley refers to the hysterectomists, and also rather deplores 
that we have reverted to this method of draining pelvic abscesses 
after twenty years. Everybody present knows that after twenty 
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years, or even ten or five years, we have learned from our manipu- 
lations from above the anatomical and pathological positions taken 
by these various abscesses in the pelvis, and that we can therefore 
much more intelligently go in through the vagina and locate and 
open these pus cavities. We know just how far we may go with 
our forceps or fingers to break down these pus pockets, and if we 
have learned from our operative work from above what we may 
do, we have gained that much, so that we may revert to the 
method of vaginal incision and drainage with greater freedom and 
ease than we could have done at an earlier date. Our operations 
by this method can be made much more radical. We not only 
are able to drain an abscess cavity on the side, which may be 
tubal or tubo-ovarian, or an abscess which has ruptured through 
the ovary and wall of the tube into the cellular tissue, but we are 
also able to pass a drainlage tube and gauze up against the side of 
the uterus, and establish free drainage, draining the lymphatic 
system of the pelvis entirely, in all directions and from all the 
organs; whereas, ofttimes in opening the abdomen for the pur- 
pose of removing the tubes and ovaries we do not have the advan- 
tage of drainage. If drainage is properly applied in these abscess 
sacs, it will not only drain the tubes, the membranes and lym- 
phatics around them, but also the icterus. 

Another thing: When operating for septic pelvic disease it is 
necessary sometimes to remove the uterus along with the tubes 
and ovaries, because the infection may pass from it and reinfect 
other tissues. Frequently in dissecting off the tVibes we leave 
broad areas of exposed surfaces on the uterus to which the viscera 
may attach themselves. We also frequently leave the uterus with- 
out lateral support, and it may become displaced laterally or retro- 
displaced, so that it is a useless organ, and if the septic disease 
has existed in the tubes and ovaries, or a tubo-ovarian abscess is 
plastered down on to the uterus, and it is one side of the abscess 
wall, I see no good argument in favor of leaving the uterus. I 
expressed myself in regard to this subject some time ago, and 
having read the literature thoroughly upon the subject, I find 
plenty of support for the removal of the uterus at the same time 
with the pus sacs in septic pelvic disease, and my results have 
been so much better that I still continue it more or less. Up to 
the present time I have made a few vaginal incisions and resorted 
to drainage in these cases. I have employed a method of keeping 
open my drainage below, by taking a rubber tube larger than this 
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pencil, an inch and a half in length, splitting it and making a 
ring of it, sewing the ends together, slipping the ring up into the 
opening. It rests there by a flange on either side of the rubber 
tube. It is easily kept open. It keeps up good drainage after 
the gauze has been removed, and you can allow free drainage of 
the canal until the cavity collapses. 

Dr. Fenger says that he has found pus in the horns of the 
uterus necessitating a subsequent operation and removal of the 
uterus. If the pus is found in the horns of the uterus, why would 
it not be in the lymphatics of the uterine body? Of course no 
man can take a stand and be directly opposed to methods which 
our older and superior operators are advocating. He cannot do 
it in the face of such opinions, but the reasons which I have given 
I think are well taken. 

Dr. Henry P. Newman: I have been very much pleased with 
the tabulation of cases presented by the essayist, also his good 
work and his excellent results. In the main, I am of the same 
opinion that he is in regard to these cases; at the same time, it is, 
perhaps, unfortunate to array one of these methods against the 
other — that is, to go on record as either a vaginal sectionist or an 
abdominal sectionist. In surgery of the pelvis we should follow 
the general rules that govern us elsewhere. Whenever we have a 
pus cavity to deal with, we should attempt to get at it in the most 
rational manner, resorting to such methods as will insure the 
greatest safety, preservation of structures, and the best permanent 
results. In my own work I have always aimed to have the patient 
prepared for an abdominal section in connection with the vaginal 
exploration, and I believe this is good practice in all instances, so 
that when unforeseen complications arise the combined method 
may be used. Each case is a law unto itself, and I believe it 
should be treated on its individual merits. I have had many re- 
coveries from vaginal incision . and drainage ; I have had other 
cases less fortunate when I was unable to obtain consent for sec- 
ondary operations. I was prohibited from entering the abdominal 
cavity from the start. I consider these cases unfortunate, and 
they not only bring the operation into disrepute, but the operator 
also. 

One word in regard to curetting. If I understood the doctor 
rightly, he did not curette in many of these cases. I should feel 
it obligatory on my part to curette in all instances. As to the 
point of incision or section, I should not confine myself to the pos- 
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terior cul-de-sac entirely, but be governed by the accessibility of 
the pus sac. 

In reference to Dr. Dudley's point, that the success of this pro- 
cedure is an argument against extirpation of the uterus whenever 
the appendages are removed for suppurative disease, we should 
bear in mind that in the one case we have the organ with its func- 
tion unimpaired, while in the other, after removal of the ovaries 
and tubes, the recognized function of the uterus is lost, and with 
it a possible factor in physiological restoration. For other reasons 
I am not an advocate of invariable removal of the uterus when the 
ovaries are to be taken out. 

Where the primary operative procedure has been done throuj^li 
the vagina, and a secondary operation by way of the abdomen 
becomes necessary, instead of adding to the difficulties or serious- 
ness of the laparotomy, I believe it is less difficult and less serious. 
If the abscess be properly drained it will reheve a great deal of 
the plastic exudate present, as well as the adhesions that primarily 
form seriously involving important viscera: consequently I believe 
that in doing the secondary operation through the abdomen there 
is less danger and less Hability of mutilation — that is, in acute 
inflammatory conditions, simple drainage through the vagina mny 
often save life and valuable organs, which in the immediate lap- 
arotomy would have been sacrificed. 

Dr. Joseph B. Bacon: I am ver>' glad to have heard this up- 
to-date paper, and I have one case to report which I think is inter- 
esting in connection with it. About two years ago a case was re- 
ferred to me of stricture of the rectum at the junction of its middle 
and upper third. After thorough examining the patient I saw 
that it was not an ordinary stricture, but a constriction of the rec- 
tum due to adhesive bands, resulting from pelvic inflammation. 
There was quite a mass of fibrous tissue extending down between 
the rectum and vagina; the uterus was immovable, fixed by ad- 
hesions, and the whole floor of the pelvis was a mass of inflam- 
matory exudate with adhesions. There was a history of pelvic 
abscess some years previously, the abscess having ruptured into 
the rectum. There was no fluctuation in the left tube; it was 
painful, and the patient had been having a rise of temperature, 
chills and fever for some weeks. On the right side of the pelvis 
there was distinct fiuactuation ; the tumor extended on the right 
side in the median line above the pubes almost half way to the 
umbilicus. The patient was taken to the Charity Hospital, and 
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two competent surgeons saw the case in consultation with me. 
They advised vaginal incision and drainage of the fluctuating ab- 
scess in the right side. 

Fortunately I was not accustomed to treat pus tubes or pelvic 
abscesses by vaginal drainage, and determined not to begin with 
this case, where the swelling or tumor extended so high above the 
pelvis. I opened the abdomen in the median line, and found the 
following conditions present: The tumor above the pelvis proved 
to be caused by firm adhesions of a loop of the ileum and a broad 
hand of omentum to the anterior abdominal wall. Following 
these structures down they were also adherent to the right side of 
the bladder and the peritonaeal covering deep into the right side 
of the pelvic floor. The right Fallopian tube was not to be found, 
only a thin band of peritonaeum indicating its original location. 
The right ovary was firmly adherent to the peritonaeum over the 
side of the pelvis. The fluctuating tumor proved to be due to the 
loops of ileum that was covered over by the end of the great omen- 
tum, both being firmly bound down to the pelvic floor with old 
adhesions. 

The left side contained a pyosalpinx that was causing the tem- 
perature and pain. The uterus was firmly attached to the rectum, 
and the Douglas pouch obliterated by inflammatory adhesions 
that could not be separated. With the patient in the Trendelen- 
berg position, I called the attention of the surgeons present to the 
fact that this was one case that no one could have explored from 
the vagina without rupturing the loop of ileum. There was no 
route left after the firm adhesions of several years' standing had 
glued the surrounding organs to the omentum and ileum. We 
were enabled to free the omentum, but could not free the ileum 
from its attachments. 

Any of you who are doing vaginal drainage will appreciate this 
case before you complete a list of one hundred cases, unless you 
select only acute and subacute cases where intestinal and other ad- 
hesions are easily separated and the field easily explored. 

This patient made a good recovery, and has gained thirty pounds 
in weight. There is a partial constriction of the rectum yet remain- 
ing, but it is gradually improving. 

Dr. Karl F. M. Sandberg: I am very much interested in the 
paper presented by Dr. Abbott, and think we can all learn a good 
deal from it. It shows us the harmlessness with which the peri- 
tonaea! cavity can be opened from below, and suppurating parts 
handled if we employ gauze drainage. The gynaecological world 



140 The Chicago GyncBcological Society, 

is completely at sea at the present time as to what method of treat- 
ment to select for cases of pelvic inflammation, whether or not 
to operate, and by what method we should operate. New methods 
are proposed almost every week. It is impossible to lay down 
any rule for all cases; each individual case will have to be treated 
upon its own merits. We know that a great number of cases of 
pelvic inflammation recover without operation, even where there is 
suppurative inflammation of the tubes. 

Aspiration is a very valuable remedy in another class of cases, 
where we find encapsulated intraperitonaeal collections of serum 
sometimes of great size, or where we find smaller pus cavities, 
generally in the tubes or ovaries, without well-pronounced con- 
stitutional symptoms. In some cases we may be able to empty 
several distinct cavities. I have used the aspirator in many such 
cases for the purpose of diagnosis or as a preparatory step before 
laparotomy, but the patients have almost universally declared 
themselves so much benefited, that the more serious operation 
could not be considered. In cases of large pelvic or pelvo-abdom- 
inal intraperitonaeal abscesses not confined to the tube or ovar>% 
the abscess should be opened and drained, I think, from the point 
or points most favorable for drainage, and no effort should be 
made to remove any organ. Then come the cases that require 
removal of the appendages, too numerous to classify here. For 
this purpose some have favored the abdominal route, some the 
vaginal, and some advocates of either route favor removal of the 
uterus with the appendages. Here the proposition is made to re- 
move neither the appendages nor the uterus, but to simply break 
up adhesions and drain. 

Dr. Abbott's paper shows us that it is not necessary in all cases 
to remove the suppurating organ. The doctor has simply broken 
up the adhesions of the ovaries and tubes, and evacuated the pus 
and established gauze drainage, leaving the suppurating walls, we 
might say, to take care of themselves, with good results. The 
paper is a plea in favor of more conservative work in these cases. 

Dr. Abbott (closing the discussion) : I wish to thank the mem- 
bers for the consideration with which they have received my 
paper. In almost everything that comes up in surgery there 
seems to be three stages: one in which it is hard to get anybody 
to do anything; second, a stage in which everybody wants to do 
everything; and, third, a stage in which the wisdom of certain 
limitations is appreciated. While assuming that we have arrived 
at the third stage in the ablative treatment of pelvic inflamma- 
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tions, and are in the first stage of the conservative method, this 
paper does not presume to have pointed out a settlement of the 
question. I have taken no positive ground, but have simply given 
you such data as have been obtained from my records. We have 
to add a great deal more before we can come to any absolute con- 
clusion. As the paper states, these cases were operated on be- 
tween July I, 1895, andjuly i, 1896, giving us only those cases 
that were operated upon several months ago, so that we might 
have something to go by as to the matter of recurrence and ulti- 
mate recovery. You will have observed from the paper that I 
have not gone into any theories whatever in reference to vaginal 
incision and drainage. I have simply given you the facts as near 
as I could get them from those cases which were recorded and 
looked after for the express purpose of getting some data on the 
subject. 

In reference to one or two questions asked by Dr. Dudley — for 
instance, in regard to sacculation in tubal cases, is it not possible 
that we have been working on a basis which has been indicated 
to us by our predecessors, rather than looking into these nlatters 
for ourselves? I fear that we take things sometimes too much for 
granted. It has been my experience, after dissecting a good 
many tubes and making microscopic sections of them, that but 
once have I found a tube that was absolutely closed microscopi- 
cally. I have seen them so closed that very little fluid would pass 
through them. I have seen tubes repeatedly occluded by the 
folding of the convolutions, but after loosening the convolutions 
and the adhesions I could pass a probe from one end of the tube 
to the other. I have done this both post-mortem and during oper- 
ations. 

In reference to another remark made by Dr. Dudley, I do not 
think surgeons operated twenty years ago as we do to-day. I 
practised at that time, but I did not operate them as I do now. 
Then I inserted an aspirator for the purpose of opening abscesses 
or made a small incision. The vaginal incision, as we do it to-day, 
is entirely different. It is possible that I was not explicit enough 
in my description of the operation as it is done by me. First, I 
make a large incision, so that I can well introduce my fingers; 
then I proceed carefully to break up the adhesions and peel off the 
organs from their abnormal situations. If there is a pus tube after 
I have separated the fimbriae from the ovary, or wherever it is 
attached, 1 pull the tube down into the vagina when it is possible 
lor the purpose of examination, etc. There are cases, however, 



1 



142 The Chicago Gyncecological Society, 



where the adhesions are so dense that we cannot do anything with 
them, and we dare not break them up for fear of injuring the in- 
testines. In some cases I do bring the tubes down and strip out 
their contents and break up the adhesions sufficiently to leave them 
patulous. 

Dr. Dudley: When you curetted the tubes, did you use the 
sharp or dull curette? 

Dr. Abbott: I used the dull curette for diagnosis only. 

Dr. Dudley: I believe in my previous remarks I distinctly 
stated that we had returned to an old operation modified by im- 
proved technique and antisepsis. That is nearly true. 

Dr. Abbott: In reference to curetting the uterus, a short time 
ago, having to make a vaginal hysterectomy, I curetted the uterus 
first, removed it, and then immediately made sections of the 
uterus, and although I used a sharp curette, and used it as thor- 
oughly as possible, I found that almost over the whole area of the 
uterus I had not removed all of the endometrium; that there was 
gland structure left. Now it may be in curetting the uterus we 
give the glands a better chance to drain. We certainly do not re- 
move all the endometrium. We cannot do it with a sharp curette. 
We may think we do, but we do not. We do not remove all of 
the diseased tissue in curetting the uterus. This operation, 
vaginal incision, should not be done by those who are not familiar 
with abdominal operations, because it is in doing the abdominal 
operation that we get our schooling in diagnosis and manipula- 
tion. The vaginal operation is a more difficult one by far than the 
abdominal, and if it is not thoroughly done it might as well not 
be done. My experience has taught me that it is best not to use 
any instrument inside of the pelvis for breaking up abscesses. I 
feel safer without instruments when I have once entered the peri- 
tonaeal cavity. 

In reference to the case reported by Dr. Bacon, where there 
had been a pelvic abscess which had ruptured into the rectum and 
formed a rectal sinus from the abscess, I would say that these are 
the most beautiful cases for the vaginal operation that we have. 
We can easily incise such abscesses through the vagina and get di- 
rect and efficient drainage. In my experience these sinuses so 
treated have healed rapidly. 

There was one point brought out that I would like to empha- 
size, and that is the effect of a previous inflammation before the 
present abscess or condition that we are operating for occurs. 
We will suppose the rectum becomes attached to the posterior por- 
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tion of the uterus, and a secondary abscess forms which lifts up 
the uterus and pulls with it the rectum. Now, unless we are ex- 
ceedingly careful when we go into the cul-de-sac, we will go right 
through into the rectum. 

1 would call attention to the fact that I expressly excluded in 
my paper the cases I would not operate on, and they were such 
cases as are complicated by tuberculosis, appendicitis, intestinal 
obstruction, malignant disease, or abscesses which occur above 
the line, uniting the anterior superior spinous process of the 
ileum. We cannot reach above this line. That brings me to an- 
swer Dr. Dudley's question as to how I know when a case is tuber- 
culous. I know of no means of always making a diagnosis of 
tuberculosis before operation, but where I have any suspicion or 
indication of a general tubercular condition or of tubercular peri- 
tonitis being present in the slightest degree, I should not operate 
in this way. 

Dr. Peterson: I believe the doctor states that of the thirty 
cases reported by him thirteen were of gonorrhcx?al origin. I 
would ask him whether he considers them cured of the endometri- 
tis, or symptomatically cured. 

Dr. Abbott: I have not got the data in reference to all of the 
cases, but some of them are cured. I examined the most recent 
gonorrhoeal case mentioned in the table very recently and care- 
fully, and the patient is entirely cured. There is no indication of a 
return. 

1 made these patients promise to let me hear from them every 
month, so that I might know the outcome of the treatment. Some 
of them have reported and others have not, but have been visited 
and examined. 

Dr. Dudley: Have you in quite a number of cases succeeded 
in evacuating the pus without invading the peritonaeal cavity? 

Dr. Abbott: In very many of them I have, in others I have not. 

Dr. Dudley : Do you think the invasion of the peritonaeal cav- 
ity in the course of evacuating the abscess makes the operation more 
dangerous? 

Dr. Abbott: No. I operated on one case last week for pus 
tube on one side, with a healthy tube on the other. I did not 
manipulate the healthy side more than was necessary, but there 
being a tube of pus, as it were, formed by adhesions, extending 
to the bottom of the cul-de-sac from the abscess above and occu- 
pying only half of the cul-de-sac, I had, of course, to enter the peri- 
tonaeal cavity to get at the abscess. 
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Dr. Dudley: You do not sponge out the pus? 

Dr. Abbott: Lately I have simply drained, put in more gauze. 
I have not sponged or washed. 

Dr. Dudley: Do you not think light sponging gets out a good 
deal of the pus? 

Dr. Abbott: In a good many cases it is hard to sponge with- 
out going over areas that you do not want to infect — I mean in 
those cases where there is an open peritonaeum. 

Dr. McArthur: In a moderately thickened tube, possibly 
semi-fluctuating, do you break into it with the finger? 

Dr. Abbott: I separate it from the ovary if it is there attached, 
and nine-tenths of them are so attached more or less, and then if 
there is any qnestion about it I get it down into the vagina, take 
hold of it with forceps and explore it with a probe. 

Dr. Di'dley: Have you tried the anterior incision of these 
tubes? 

Dr. Abbott: I have not had occasion to do so, although I have 
broken up abscesses above the uterus and between the uterus and 
bladder. I am glad, however, you spoke of that point, as I think 
it is imperative to make the anterior incision in cases in which there 
is an abscess which has opened into the bladder. 

Dr. Dudley: You would not hesitate to incise both anteriorly 
and posteriorly, would you? 

Dr. Abbott: No, if I thought it was necessary. 

The President: You irrigated formerly more thafi you do 
now? 

Dr. Abbott: Yes. In the table you will find quite a number 
of cases that were irrigated. Those I irrigated and those I did 
not irrigate are so stated. 

The President: In what class of cases did you resort to irri- 
gation? 

Dr. Abbott: I did not adopt any rule. For the purpose of 
comparison I irrigated some and did not irrigate others. I did 
not irrigate where there was no pus. 

The President: Do you irrigate with sterilized water? 

Dr. Abbott: I irrigated some with bichloride solution and 
some with sterile water. I irrigate very little now. 

Dr. Ferguson: Were any of the cases acute or chronic phleg- 
mon where you had opened the peritonaeum? 

Dr. Abbott: Yes, and they are indicated in the table. 

Official Transactions. 

T. J. Watkins, Editor of Society 



The Chicago Gyncccological Society. 145 



WHEN, IN OPERATING FOR SEPTIC PELVIC DISEASE, 

IT BECOMES NECESSARY TO REMOVE THE 

OVARIES, IT IS USUALLY ADVISABLE TO 

REMOVE THE UTERUS ALSO.* 

By Fernand Henrotin, M.D., Chicago. 

The proposition as here set down I take pleasure in endorsing 
without equivocation, as it coincides with the conclusions which I 
have arrived at, and which are based upon my practical experience. 

The gentlemen who follow me will undoubtedly speak of the 
physiological functions of the uterus, of its nerve supply, of its inti- 
mate relations with the great pelvic sympathetic centres, and of the 
impropriety of removing it without a true scientific surgical basis for 
such action. The answer to all these arguments is simple: Removal 
of the uterus cures many women who, after removal of the ovaries 
and tubes, were not cured. 

This subject cannot be satisfactorily discussed except from a 
purely practical standpoint, because, like many important innova- 
tions, having originated in the endeavor to permanently relieve 
otherwise incurable conditions, and the operation being compara- 
tively recent, the means by which the cure is effected have not yet 
been scientifically explained. Any operation which relieves the 
diseased condition without ulterior bad results is scientific, and when 
the satisfactory results ai»e once demonstrated, scientific explana- 
tions by the score will be forthcoming. 

When, twenty-five years ago, Lawson Tait began to remove tubes 
and ovaries, public opinion, by the very same arguments now ad- 
vanced against hysterectomy, was arrayed against the removal of 
these important organs. The cures he effected were, however, his 

* Read by invitation. For Discussion^ see page 176. 
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justification. His success was followed by wholesale exsections of 
the uterine appendages by undiscriminating operators. The oppor- 
tunity thus afforded for the study of diseases of the tubes and ovaries 
paved the way for work on a scientific basis, and made conservative 
surgery of these organs possible, so that the mature and experienced 
abdominal surgeon of to-day is no longer the wholesale ablator of 
the past. 

Scientific hysterectomy may be evolved in like manner. 

The vaginal extirpation of the uterus in severe cases of suppura- 
tive peri-uterine disease was commenced over five years ago, and 
from the very beginning it was recognized that patients thus oper- 
ated upon were completely cured; and the contrast between these 
women and those operated upon by the abdominal method was very 
marked. At this time it must be remembered that the abdominal 
method aimed at nothing more than the removal of the ovaries and I 

abscess sacs, or exudate. 

At first more stress was laid upon the method of operating by the i 

vagina as a factor in the cure, because of the downward drainage. 1 

It was soon recognized, however, that the removal of the uterus was | 

the most important element in the success of the operation, for when j 

Krug, Baldy and others began to do the same operation by way of | 

the abdomen, their results were nearly as good. 

Mutilation is so abhorrent to the true surgeon that unnecessary 1 

or imperfectly indicated operation seems a crime, and the perform- 
ance of hysterectomy would have been condemned by the unani- ! 
nious voice of the profession long ago had the results obtained not 
demonstrated its immense value. 

The one factor that led, more than all others, to the adoption of 
this operation, was the frequent failure of salpingo-oophorectomy to 
cure the patient. ! 

This fact cannot be denied, and now that patients are cured by 
this additional operation who were unrelieved by the previous one, 
it is becoming more universally acknowledged that removal of the 
tubes and ovaries seldom results in an immediate and prompt re- 
covery. 

All who are willing to face this question frankly, and who keep 
their patients under observation, must acknowledge this fact. Dur- 
ing the first few weeks the woman supremely rejoices at having es- 
caped from her close contact with a possible fatality, and, relieved 
by a long rest in a recumbent or semi-recumbent posture, she is only 
too anxious to emphasize the dictum of her physician that now she 
is cured. 

When, however, she begins to walk about and resumes her daily 
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occupation, how often the pains return, and now with the addition of 
the nervous and circulatory disturbances of the menopause; her an- 
guish lest she be not cured is frequently augmented by the appear- 
ance of hemorrhages or excessive menstruation, with possibly pro- 
fuse leucorrhoea, and all this may continue for months and years. 

Any conscientious practitioner who has had abundant opportuni- 
ties of observing this class of patients, but who does not operate 
himself, will vouch for the truth of this statement, and the operator 
himself seldom has the same feeling of security in the per- 
manence of an uninterrupted convalescence which his patient has 
when she bids him good-bye after the operation. 

If the operator be one who does not believe in performing hys- 
terectomy for septic pelvic diseases, let him compare his cases with 
those in which he has operated for uterine myoma, and in which the 
removal of the uterus was necessary, and let him bear in mind how 
much more satisfactorily the latter have progressed. 

It is true, as Dr. Etheridge says, that these patients turn the cor- 
ner after a while, but for some the lane is long before the turn, and 
for some the turn never comes. This is more common than many 
are willing to acknowledge, especially those who, when hysterect- 
omy was first proposed, uttered their prejudices too loudly and too 
publicly. 

February 10 I removed a uterus from a woman who had been 
operated upon a year and a half previously, and who had become a 
confirmed invalid. The day before I was consulted by a lady who 
had been operated upon five and a half months ago by one of the 
most prominent members of this society, and who had suffered so 
much and bled so profusely that I could hardly persuade her that she 
would better wait a little longer before having her uterus removed. 

February 5 I was called to see a patient upon whom I had op- 
erated three months previously for hydrosalpinx, and who was suf- 
fering intense pain from two large masses of exudate, one at each 
cornu. A week later a patient on whom I had performed hysterect- 
omy informed me that a friend of hers, from the same section of 
country, who had been operated upon by another magnate of this 
society, and had had something removed from the abdomen (al- 
though I knew that something was not the uterus, since this surgeon 
never removes the uterus save for cancer or fibroid), was about to 
consult me regarding her condition. About the same time I was 
addressed by a medical man, who complained that a patient from 
whom he had removed both ovaries for double ovarian abscess eight 
or nine months previously, was still suffering acute pain. On Feb- 
ruary 18 I was consulted by another medical friend concerning a 
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lady whose ovaries he had removed six months previously, and who 
had just commenced to bleed profusely. On the same day I went 
into the country and removed the uterus from a lady who had had 
her ovaries removed four months before, and who had never ceased 
to suffer excruciating pain. All these are bona fide cases which I 
have seen, or in regard to which 1 have been consulted, within two 
weeks, and yet many men say their patients do not complain nor 
return. 

Removal of the tubes and ovaries does not always stop the pain, 
hemorrhage or discharge, neither does it in all instances prevent or 
retard the growth of neoplasms, and above all it does not abolish the 
continuance of abdominal nervous phenomena. 

Removal of the uterus, on the other hand, if properly performed, 
prevents recurrence of the hemorrhage and discharges, always de- 
stroys neoplasms, unless malignant, usually removes the pelvic pain, 
and, I am convinced, renders the nervous disorders due either to the 
disease or to the climacteric infinitely less. 

It is not pretended or claimed that hysterectomy is a cure for all 
ills of flesh, and if a woman's uterus is removed, together with the 
ovaries, for a condition foreign to these parts, it cannot be argued 
that the operation will cure her. 

Neither is it claimed that uterine castration improperly per- 
formed will always be followed by ideal results. The argument here 
presented is simply in support of the proposition that when the oper- 
ation is made for septic pelvic disease, and the ovaries must be sac- 
rificed, it is ordinarily advisable to remove the uterus also. 

Probably the most conclusive proof of the propriety of hysterect- 
omy in this class of cases is the ease with which the arguments of its 
opponents can be overthrown. 

1. The operation is unscientific and unsurgical. This objection has 
already been answered in my introductory remarks. Tersely put, it 
is scientific and surgical because it cures. 

2. It is a mutilation, as it involves the removal of an unoffending 
organ. The uterus is not an unoffending organ. This is sufficiently 
proven by the cases in which salpingo-oophorectomy has failed, and 
in which hysterectomy has been followed by cure. Our opponents 
claim that the burden of proof lies with us, as the uterus in these 
cases is presumably a healthy organ. As its removal is usually fol- 
lowed by cure, the burden of proof would seem to lie with them. 
How can it be determined that the uterus is healthy? In many cases 
the alteration in the size, shape and density indicates plainly its dis- 
eased condition. Or the density of the adhesions of diseased appen- 
dages or the exudate to its walls may indicate the necessity of its re- 
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moval by reason of unavoidable trauma. But even if a uterus is not 
markedly altered, is it therefore presumably healthy? Is it reason- 
able to suppose that a uterus which is continuous with and com- 
posed of the same tissues as the diseased tubes will remain unin- 
fected? The vast majority of all septic diseases of the tubes and 
ovaries, whether they have reached these organs by the lymphatics, 
the veins, or by continuity of mucous surfaces, are secondary to an 
infected endometrium. Is it reasonable to suppose that they leave 
behind them a pres^umably healthy uterus? 

Of what use is the uterus after the ovaries have been removed? 
You will be told that it is a distinct organ, having definite physiolog- 
ical functions. It is not a distinct organ, and after removal of the 
ovaries has no physiological function of use to the economy. In 
connection with the ovaries it plays a most important part in relation 
to child-bearing and normal menstruation, and furthermore, as Dr. 
Harris states, it acts as an excretory duct for the secretions of the 
ovaries. After ovarian castration it remains as a malevolent obso- 
lete duct. It is then simply part of an organ, a good breeding- 
ground for harmful bacteria, lined with a granulating surface con- 
ducive to hemorrhage and discharge. 

3. Hysterectomy involves greater danger to the patient than salpingo- 
oophorectomy alone. I deny this, and am convinced by my personal 
experience, and by carefully and without prejudice noting the re- 
sults of others, that the mortality in large series of cases is not in- 
creased by the removal of the uterus. The advantage obtained by 
the removal of all the diseased tissue, by the establishment of more 
perfect drainage below, and by the perfection with which the pelvic 
cavity can be cleansed, more than counterbalances the harm done by 
the slight additional trauma or the few more minutes required for 
the operation. Cases may exceptionally occur in which this objec- 
tion is valid, but they are very rare. 

4. // destroys the equilibrium of the pelvic floor ^ displaces the pelvic 
fascia, changes the axis of and shortens the vagina, and thereby tends 
to produce prolapse of the abdominal viscera and the remaining pelvic 
organs of the vagina. This objection may be obviated by leaving the 
cervix in suitable cases, operated by abdominal section, for it seems 
probable that the integrity of the pelvic roof will be better main- 
tained under these circumstances than when the appendages are re- 
moved and the lateral supports of the uterus impaired. When the 
conditions render the removal of the cervix imperative, the force of 
this objection is materially lessened by the severity of the disease. 
Accidents of this kind are so rare that this objection is of slight prac- 
tical value. 
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5. // unsexes the zuoman and destroys sexual feeling. The asser- 
tion is constantly made that hysterectomy completely unsexes a wo- 
man, and more certainly and promptly destroys sexual feeling than 
does salpingo-oophorectomy. When a disease is so serious as to 
demand the complete removal of both ovaries, this objection loses 
much of its importance, as the prime necessity is the saving of life 
and the restoration of health. There is reason to believe that this 
matter has been very much exaggerated. I concur with the opinion 
expressed by many careful observers that, aside from the sadness oc- 
casioned by the knowledge of the fact, women castrated, after the 
age of full development, in no wise change their disposition or their 
manner, nor do they lose any of their womanly characteristics. 
Loss of sexual feeling is a matter of only slight importance except as 
related to womanly attributes, but that this occurs has never been 
proven, and most patients deny it with all apparent sincerity. That 
uterine castration is more serious in this regard than simple ovarian 
castration is still further remote from proof. 

6. The ablation of the utertis produces a more profound impression 
upon the nervous system. The exploiting of this objection frequently 
affords medical gentlemen gratifying opportunities of displaying 
their knowledge of the anatomy and physiology of the nervous sys- 
tem in general, and the great sympathetic in particular. Common 
every-day experience, however, seems to indicate exactly the con- 
trary. One of the most satisfactory results of hysterectomy, which, 
more than almost any other factor, has led to its adoption, is the 
markedly diminished nervous disturbance subsequent to the oper- 
ation. 

7. In very young women, or such as have infantile sexual organs, the 
operation is said to be followed by involution of the vagina, with atresia. 
This is a valid objection, and forms one of the contradictions to the 
operation. 

Before closing, I must protest against the imputation cast up to 
gynaecologists by both general practitioners and general surgeons 
in their remarks concerning the habitual performance of hyster- 
ectomy. The time for sentiment is prior to the removal of the ovar- 
ies. The extent to which conservative operations on the ovaries are 
performed is probably unknown to many of the gentlemen. A por- 
tion of a tube or a bit of an ovary may be all that is required to 
preserve a woman in her entirety, and then, of course, the uterus is 
sacred. Again, it may be possible that time will prove that a woman 
may do much better without hysterectomy when the ovary is allowed 
to remain, even though the tubes have to be entirely sacrificed. The 
salvation of ovaries is a matter that needs ver^^ faithful consideration, 
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and the effects upon such patients long after the operation must be 
carefully noted. It may be that this course will obviate the necessity 
of hysterectomy in a reasonable proportion of cases, and if so the 
gynaecologists will greatly rejoice. 

This, however, is hardly germane to this discussion, which ap- 
plies only to that large class of patients whose ovaries are so diseased 
that they have to be sacrificed. 

The answer might also be made that operators who never per- 
form hysterectomy for septic diseases come to look lightly on the 
removal of the ovaries, being under the impression that the woman 
is not unsexed as long as the uterus is left. Unless the usefulness of a 
castrated uterus can be demonstrated, I am of the opinion that it 
should be removed. 

The following may be summarized as reasonable conclusions on 
this subject, which I believe will meet the approval of surgeons: — 

1. In operating for pelvic septic disease, either by the abdomen 
or the vagina, the condition of the ovaries should be the first object 
of special consideration, and no part of such an organ, when appar- 
ently healthy, should be removed. 

2. When the ovaries, an ovar>', or a part of an ovary, is left, the 
uterus should never be removed unless it is the seat of otherwise in- 
curable disease. 

3. The removal of disease'd fallopian tubes, even in their entirety, 
is no warrant for the removal of healthy ovaries or a healthy uterus. 

4. Even if the tubes and ovaries are entirely removed, the uterus 
should be spared, if its removal will entail appreciable increase in the 
danger of the operation to the patient. 

5. In very young patients, or such as have what is known as in- 
fantile uteri, the uterus need not be removed. 

6. In the vast majority of cases when, in operating for pelvic dis- 
ease, it becomes necessary to remove the ovaries, it is most advisable 
to also remove the uterus, because it serves no further purpose in the 
economy, and because it remains a serious element for future harm- 
fulness. 

7. When, in operating by the abdominal method, the cervix is 
found apparently healthy, it is advisable to make a supra-vaginal 
amputation and to leave the cervix, putting in stay stitches as 
recommended by Baldy to prevent displacement of pelvic fascial. 

With greater experience to be gained principally by examina- 
tion of ablated uteri, we may learn to distinguish inoffensive vari- 
eties, and if so will leave all such undisturbed, for the smallest atom 
of human flesh which is harmless and does not disfigure, should 
always be sacred to the surgeon. 
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PLEA AGAINST HYSTERECTOMY WHEN REMOVING 
THE OVARIES FOR SEPTIC PELVIC DISEASE.* 

By Franklin H. Martin, M.D., Chicago, III. 

The Creator of the universe reached the acme of His creations 
when He finished man. There was but one being more intricate for 
Him to create, and that was accomplished when He set His seal of 
approval on the finished woman. 

Woman, what a marvel of intricate machinery! Clothed in a 
casement of enchanting mould, which compels the abject worship of 
man and defies the artistic genius of all human intellect to reproduce 
in fiction or sculpture! 

It was fitting that the Creator should select this, His fittest gem, 
as the mother of mankind. Intellect of such refinement that the un- 
thinking calls it instinct; purity which protects itself by its own deep 
light; loyalty to attachments at which man marvels, but cannot imi- 
tate; sweet dependence, to which the services of the strong are im- 
pelled; unselfish love, of a depth unmeasurable by man and uncon- 
querable by the possessor. And all of these attributes are intimately 
linked in the human mother with the marvelous organs of repro- 
duction. 

The organ which was destined from the beginning of the evolu- 
tion of protoplasm to accomplish the most precise and highest work 
of reproduction is the uterus. It is the most marvelous automatic 
organ of organic life in the economy of mankind. We often forget, 
I am afraid, that this little organ, without which for one generation 
humanity would become extinct, and upon the vagaries of which the 
destinies of nations have been changed, has a most intricate connec- 
tion by nerve and blood and tissues with the woman in whom it 
works. And this connection is not of an indifferent type, but is of 
precisest nature ; so that its automatic influence over the being upon 
which it depends is exacting and commanding. The inter-depen- 
dence between this organ and the other organs of the woman, and 
the other organs and this organ, is the most wonderful thing in the 
world. It begins its miraculous work at puberty, when menstrua- 
tion begins, and continues its arduous work until the menopause 
brings rest. In the interval it brings forth new life, and at each of 
these times it enacts the acme of earthly mysteries. The marvel be- 
gins when the ovum enfolds in ardent embrace the welcome germ of 

* Read by invitation. For Discussion, see page 185. 
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male life and finds a fertile nest in the succulent folds of the uterus. 
At that instant the uterus takes command, and rules with an unerr- 
ing precision not only the organic Hfe of the mother, but also for 
nine long months it even modifies and moulds her intellectual, moral 
and spiritual life. 

Instantly, with infinite precision, it telegraphs imperative mes- 
sages to the principal organs of the body. The heart is called upon 
to supply more blood ; the brain must create hunger in the mother, 
so that abundant food will be supplied ; the menstrual centres are tel- 
egraphed to suspend operations ; the heretofore dormant breasts are 
required to make ready that they may become the storehouses in 
time of imperative demand ; the stomach must digest more food ; the 
intestines must assimilate with increased precision. Nor are the im- 
mediate environments of this great uterus neglected. It begins 
building its own walls; it gradually makes soft the hard cartilages 
of the strong pelvis; it prepares the soft outlets for the inevitable con- 
flict which they must have with its own strong muscles at the time 
of labor; it enlarges its. own bulk more and more, until it forms an 
unwieldy tumor, but its control is so perfect over the neighboring 
organs of the abdomen that it accomplishes all this without disturb- 
ing the normal functions of one. So, with the mastery of a great 
general, the uterus commands the whole field, every organ, like a 
division of an army under perfect discipline, performing its part at 
the correct time. Day after day the lines of battle are drawn closer 
and closer, until at a supreme moment it gives the signal which be- 
gins the marvel of all its accomplishments — labor. The great mus- 
cles of the uterus, which have been developed in inactivity, begin the 
work of expelling its precious charge; the cervix dilates; the par- 
turient track is filled with a protecting lubricant; the uterus at the 
proper time calls to its assistance the voluntary muscles of the 
mother's abdomen, until finally the whole economy of the woman is 
intent upon the one great act of birth, which is finally accomplished 
by that last heart-rending cry of sacrificial pain. 

Notwithstanding all this, the work of the uterus is not yet fin- 
ished : the machinery of the support of intra-uterine life, the placenta, 
must be discarded; the breasts must immediately be prepared to take 
up the suspended work of nourishment; the uterus itself must begin 
its rapid work of involution ; pounds of its bulk must in a few days 
have disappeared, an antiseptic fluid furnished for the bruised peri- 
toneal canal, and finally, in an incredibly short period, this wonderful 
organ, through its automatic nervous system, must again bring itself 
into normal relations with the organs of the entire body. 

Colleagues, these are a few thoughts which come to me in regard 
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to the organ the fate of which we seek to definitely decide in this in- 
fluential society on this night. Such thoughts may smack of senti- 
ment when considered amidst the scenes of gaping abdominal 
wounds, with the red-handed surgeon panting for new conquests 
under the stimulus afforded by the fumes of human blood ; but in the 
eyes of broad, unprejudiced humanity these thoughts may suggest 
the question: Is it necessary ez'cr to remove the healthy uterus be- 
cause of disease elsewhere? 

My position (and I hope those who know my methods can say 
that my theory and practice are consistent) may be expressed as fol- 
lows: — Never remove the healthy uterus for the cure of a patho- 
logical condition foreign to it; remove it only for inherent disease, 
where such disease is incurable by minor means and seriously men- 
aces the life of the patient. 

Therefore I should most positively oppose the removal of the 
uterus in all cases simply because the appendages of both sides are 
the seat of apparently incurable disease. 

First — Because I believe that many of the cases of apparently in- 
curable diseases of the appendages for which said appendages have 
been sacrificed in the past, could have been cured unmutilated if the 
execution of their sentence of annihilation had been sufficiently post- 
poned to have given the organs and their allies time, stimulated by 
rational treatment, to have exerted their own powerful natural repar- 
ative capabilities. I believe that the pendulum of pelvic surgery 
which began with the over-zealous followers of the great Emmet, 
with their interminable vaginal swabbings, which has now swung in 
the opposite direction to well-nigh criminal surgery, must find its 
final legitimate resting place in a middle ground between the two. In 
the future the gynaecologist must cure his patients by curing their 
diseased organs, instead of by cutting the organs out, or the human 
animal will become extinct. Before resorting to hysterectomy in 
all but the gravest inherent disease of the uterus, exhaust all thera- 
peutic and minor surgical means, giving the patient, too, the advan- 
tage of time, which frequently is an important factor in diminishing 
pelvic pathology. 

Frequently, microscopically, and reasoningfrom analogy, actually 
the uterus appears absolutely healthy when a septic process has de- 
stroyed the integrity of the appendages. Time has given the indus- 
trious uterus (through which septic material gained access to the ap- 
pendages) an opportunity to recover. Here I should remove the 
appendages thoroughly, excising the fallopian tubes well into the 
horn of the uterus, a la Watkins. I should fix the fundus of the 
uterus to the abdominal wall by transfixing it with an artificial liga- 
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ment of living tissue. I should dilate the uterine canal, curette it 
with thoroughness and care, render it actually sterile with antisep- 
tics, and leave in it a loose stimulating gauze drain. 

I should advise this course first, because in the hands of all but 
expert abdominal surgeons it is a less formidable and therefore less 
dangerous procedure. The Chicago Gynaecological Society is one 
of three great gynaecological teachers of the world. We are giving 
advice to thousands beside our own members. In every county of 
this broad land there is an aspiring gynaecologist of local repute, with 
his small hospital, who operates on all operative cases which will 
submit to local talent. His experience is often limited to one or two 
sections a month. Theoretically he is posted because he is a reader, 
and he reads us. Practically his experience is necessarily limited. 

Low mortality in abdominal surgery, ever\'thing else being 
equal, comes with many cases and much experience. The technical 
difficulties, which can only be accomplished by experience, are much 
greater in hysterectomy than in simple ablation of the appendages; 
therefore we should not advise the operation unless much is to be 
gained which will offset the additional danger. In my opinion 
nothing is gained by hysterectomy for the difficulty in question over 
the operation I have described. In cases where cures have been re- 
ported following a hysterectomy subsequent to simple removal of 
the appendages, with failure to relieve symptoms, sufficient care was 
not exerted in the details of the first operation, or the uterus orig- 
inally contained inherent disease of a serious character. 

Second — In order to be consistent in removing the uterus, when 
septic appendages exist it is absolutely necessary to remove the 
whole uterus, including the cervix, because the cervix is a portion of 
the track through which septic infection was conveyed to the appen- 
dages, and just the portion of the track in which the greatest diffi- 
culty arises in removing infection, because of its deep glands. The 
cervix, too, is the portion of the uterus which is most liable to be 
infected with cancer. This latter fact constitutes one of the strong- 
est arguments employed by the total annihilation wing of this con- 
troversy in favor of total extirpation of the uterus. 

Total removal of the uterus adds two additional elements of dan- 
ger to an already formidable operation, viz.: — First, the additional 
mechanical difficulties encountered in removing the cervix, and, sec- 
ond, the additional danger of infection incurred in making a second 
opening through the peritoneum, this second opening being into a 
cavity which it is so difficult to render clean. 

The removal of the cervix and the collapsing of the upper end 
of the vaginal tube, with resultant cicatricial contraction, consider- 
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ably shortens the vagina. In younger women, where marriage re- 
lations must be sustained, this arbitrary shortening of a canal which 
plays such an important role is bound to interfere materially with the 
full rounding out of that paramount act of connubial bliss, sexual 
intercourse. I have examined women after vaginal hysterectomy 
and abdominal total hysterectomy where due care had not been ob- 
served to preserve the vagina, in which that organ had been prac- 
tically obliterated. Such a result places an awful responsibility upon 
some surgeon. 

Third — There can be no doubt that the nervous phenomena dur- 
ing the convalescence from hysterectomy are far greater than from 
simple removal of diseased appendages. This is inevitable, because 
of the almost unlimited nervous communication between the uterus 
and all other parts of the nervous system, the balance of which is 
ruthlessly and suddenly destroyed at one fell swoop on the removal 
of the uterus. The nervous sequela of most serious import, and the 
one greatly dreaded by our patients, is one which occurs in a small 
percentage of cases, but in too large a percentage to justify us in 
ignoring it — the sequela I refer to is mania. This symptom seldom 
follows simple removal of the appendages, but we dread it as a cer- 
tain menace in a small but definite percentage of hysterectomies. It 
is this complication following hysterectomy which induced the great 
Keith to completely abandon the operation for a time in favor of less 
dangerous procedures. 

Sentiment. — Nor can we ignore that strong sentiment in women 
which makes them abhor the prospect of losing their most important 
organ. Sentiment, which is so hard to analyze, wields more influ- 
ence in all ages than do the most definite facts of the scientist. It 
will impel a man or woman to follow a tattered flag to the ends of the 
world, forces a tear at a national song, influences the legislation of 
nations, shades justice, and annihilates and founds nations. 

A scientist may definitely convince a woman that her uterus is a 
superfluous organ when the appendages are missing; he may con- 
vince an old man that his testicles are superfluous, and that the re- 
moval of those organs would atrophy a troublesome prostate. Not- 
withstanding these reasons, not a man in my hearing but that would 
applaud the old man — that would indignantly resent a proposition of 
castration, even if advised by the most scientific surgeon living. 
Why? Unreasoning sentiment. 

Then why not respect this sentiment in woman? In young wo- 
men, in women of all ages? Their sentiment is more reasonable 
than the old man's. More frequently than with men, their whole 
lives are wrapped up in the present or prospective duties of ma\ri- 
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mony and maternity. While the removal of the appendages would 
blight prospects of maternity, it would not so surely incapacitate her 
for the other duties of the wife. God forbid that the wily surgeon 
will ever be able to educate out of woman this holy sentiment. 

Let us, too, not only preserve but cultivate that sentiment in man 
which makes him shrink against the unsexing of our women. Safe 
surgery at one time nearly annihilated that sentiment among a cer- 
tain class of enthusiastic surgeons. That in woman which makes 
her superior to man, which puts into her that something which we 
call womanliness, that which gives her an affectionate sympathy 
which we men worship, is that in her which makes her capable of 
becoming a mother and carries with it maternal instincts. If by re- 
moving her maternal organs we do not remove her womanly graces 
(and I do not believe that we do),we at least are in danger of arous- 
ing that wholesome sentiment of which I refer against the ansexed 
woman in the minds of those she loves. 



THE CONSEQUENCES OF REMOVING THE UTERUS.* 
By Weller Van Hook, M.D., Chicago, III. 

In astonishment and delight at the discovery that the womb 
could be removed with comparative ease and without a prohibitive 
mortality, almost all surgeons were a few years ago carried off their 
feet with enthusiasm for the operation, and vied with one another 
in the honorable effort to reach a low death-rate. Now that the mor- 
tality of vaginal hysterectomy has reached a point so low that we 
constantly expect satisfactory results and are surprised when they 
fail us, we must turn our attention with especial interest to the in- 
quiry as to the indications for the operation, and particularly to its 
applicability to conditions other than progressively destructive dis- 
ease. The intrinsic value of the uterus to the economy deserves es- 
pecial thought when it is proposed to extirpate that viscus for sup- 
purative conditions and for neuralgia. 

Physiologists are in the habit of extirpating the various viscera 
of the lower animals in order to study the value of the excluded or- 
gans by observing the post-operative conduct of the victims. 

Although the experiment of removing the human uterus has 
been performed in the course of treating disease in a very large num- 
ber of cases, the recorded observations of the findings, mechanical 
and physiological, are very few and widely scattered. It would 

♦Read by invitation. For Discussion, st^ page 176. 
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seem, therefore, that hysterectomists are still too much interested in 
their operative technique and in their mortality rates to sacrifice the 
time required to consider minutely the comparatively minor details 
of the remote consequences of their activity. 

If we could imagine the uterus and its adnexa removed by the 
vaginal route and without the necessity for resorting to any haemos- 
tatic device or manoeuvre which would either bring about necrosis 
of the tissues or leave a foreign body, we would still have a number 
of mechanical consequences of our work which would not be wholly 
insignificant. 

To most of us would probably first occur the change in the rela- 
tions existing between the bladder and rectum. These viscera are 
usually separated from one another in the adult by the vagina below 
and the uterus above. But inasmuch as both rectum and bladder 
are hollow organs, and are by nature adapted to a wide range of 
alterations in position and distension, we are forced to the conclu- 
sion that under the hypothetical conditions they would suffer less 
from the mere absence of the womb than from the effects of adhesion 
to one another instead of to the mobile uterus normally interposed as 
a buffer between them. These adhesions may be sufficiently broad 
and dense, in cases of hysterectomy performed for extensive disease, 
to give rise to really important disturbances. 

Of much greater practical importance are the changes which, in 
all cases, take place in the uterine ligaments. When the uterus is 
removed these ligaments contract strongly, partly by virtue of their 
elasticity, partly on account of the contractility of their muscular 
fibres. The ends of the ligaments are, however, drawn into the plug 
of cicatricial tissue which in practice is always formed, and are thus 
put in mechanical communication. In the technique of vaginal hys- 
terectomy, in which, as a rule, no provision is made for approximat- 
ing the broad ligaments, this is the only mode by which these im- 
portant supporting structures can mechanically communicate with 
each other and resist the intra-abdominal pressure. (Prof. E. C. 
Dudley, of Chicago, has informed me that he has for some time been 
in the habit of drawing the broad- ligaments into the vagina, after 
removing the uterus, and fastening them into position there by 
means of sutures. In this way the vagina is well supported.) 

The late contraction of this cicatricial plug, plus the retraction 
and readjustment of the ligaments themselves, no doubt suffice al- 
most always to restore the so-called pelvic roof to a condition almost 
resembling its normal integrity. 

That the removal of the uterus is regarded as equivalent to a 
diminution in the textural area of the pelvic roof and an abbreviation 
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of the powerful broad ligaments, is shown by the fact that hysterect- 
omy, together with other procedures simultaneously practiced, is by 
many regarded as a legitimate operation for complete procidentia, 
some surgeons making an especial effort to shorten these ligaments 
or to approximate them by sutures after the removal of the uterus,, 
particularly when, as in abdominal hysterectomy, the parts are easily 
accessible. 

The absence from the literature of reports of hernias following 
vaginal hysterectomies is partly to be accounted for by these changes 
in the cicatrix and by the readjustment of the pelvic roof to the new 
conditions, but also by the fact that intra-abdominal pressure is here 
exerted at an acute angle to the plane of resistance. 

None denies the shortening of the vagina, especially after kolpo- 
hysterectomy, since a portion of the tube is usually removed as a 
systematic part of the technique. The enthusiastic advocates of the 
operation deny that the amount of shortening that results when the 
operation is done for non-malignant disease has any important bear- 
ing upon the functions of the remaining viscera, or upon the sexual 
function of the vagina itself. 

The importance of the actual shortening of the vagina would be 
less if the direction of the tube were not at the same time altered so 
that it takes a position more nearly parallel to the axis of the pelvic 
inlet. 

In a purely theoretical consideration of this subject injury to sur- 
rounding structures during operation, especially to the bladder and 
ureters, the rectum, the sigmoid and the small intestines, might be 
left unconsidered. But in such a practical discussion as is the pres- 
ent these injuries, now fortunately very uncommon with experienced 
operators, must be regarded as among the risks involved in the op- 
eration. 

Similarly the inclusion of the ureters in contracting cicatrices 
may be a consequence of the disease which necessitated hysterect- 
omy, or it may be a direct result of the operation itself. 

The consequences of removing the uterus thus far noted have 
been almost wholly mechanical. 

The more immediately physiological results remain for discus- 
sion. Dr. Dudley has called attention to the effect of hysterectomy 
upon the pelvic tissues considered as the so-called pelvic diaphragm. 

It is certain that removal of the uterus with the appendages is 
highly injurious in undeveloped girls and has not, I believe, been 
questioned. The imperfect evolution of the external sexual charac- 
ters, together with the social penalties which follow, have stayed the 
hands of enthusiastic advocates of hysterectomy under these conditions, 
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so that among the few well-established contra-indications to hyster- 
ectomy stands the imperfect physical development of the patient. 

In a small number of recorded cases atrophy of the vagina has 
followed hysterectomy. We have as yet no data which will enable 
us to predict its occurrence. 

It is certain that the removal of the uterus with the appendages 
is highly injudicious in undeveloped girls, and has not, I believe, 
been questioned. The imperfect evolution of the external sexual 
characters, together with the blasting social penalties which follow, 
have stayed the hands of the most enthusiastic advocates of hys- 
terectomy under these conditions, so that among the few well-estab- 
lished contra-indications to hysterectomy stands the imperfect 
physical development of the patient. 

That the disagreeable phenomena attending the menopause after 
hysterectomy are more severe in character, or more prompt to occur, 
has thus far, I believe, not been demonstrated. 

The result of leaving one or both ovaries after removing the 
uterus has not been widely discussed. In one of my own cases of 
hysterectomy for carcinoma one of the ovaries was left, together 
with a portion of a tube. The woman has not ceased to menstruate 
regularly, although about five years have elapsed. A slight dis- 
charge takes place from the tube, which is implanted in the vaginal 
cicatrix. 

The uterus is removed and the ovaries left in place by French 
surgeons not infrequently. Where the uterus is sufficiently dis- 
eased to warrant its removal, but where one or both ovaries are nor- 
mal, it would seem that this would be a legitimate surgical resource, 
especially in view of the disturbances of the menopause, which are 
often suflSciently serious to constitute of themselves a serious draw- 
back to the comfort and happiness of the patient. 

The attention of the profession has been of late called to the suf- 
ferings of patients in the post-operative menopause. F. Jaylc 
states that he has carefully followed the cases of one hundred women 
after oophorectomy, and that it is the rule to see women have trouble 
with the phenomena of the menopause after castration. 

Such has been my own experience, especially in the case of wo- 
men who have expected a number of years to elapse before the nor- 
mal menopause. 

For these victims of our imperfect art ovarian feeding has been 
devised, somewhat empirically, with results which are still sub 
judice. 

The plastic work of A. Martin deserves a much higher place in 
our surgical therapeutics since, just as we would endeavor to save 
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the stump of a diseased hand, so we should here try to preserve the 
remnants of one or both ovaries, or of the tubes.* 

The effect of removing .the uterus and its appendages upon the 
morale of a woman may be nil, or it may be enormous. We are 
forced by the present limitations of our physiological knowledge to 
reduce as many of our problems as possible to their lowest terms. 
We are often obliged to leave out of count the mentality of our pa- 
tients, and to ignore to some extent the effect of our work upon parts 
remote from the seat of disease. But it must be admitted by every 
fair-minded man that many a woman falls into despondency or 
apathy after the removal of these organs. The cavillers in and out 
of the profession have found no subject more to their taste than that 
of oophorectomy and its abuse. The ill-effects upon the patient's 
morale which they have been able to cite as consequent upon oophor- 
ectomy apply with equal force to hystero-oophorectomy. 

But entirely aside from the purely mental changes that take place 
after hysterectomy, we must remember that the non-pregnant uterus, 
though a small viscus, is upon impregnation capable of a develop- 
ment and an augmentation of function which no other organ can 
equal. The unimpregnated womb must contain in its tissues all 
these possibilities in a latent or akinetic form. Its motor, sensory 
and sympathetic nerves and its ganglia must stand in \;^ry free and 
easy communication with the great nerve-centres of the body. And 
large and important avenues of nervous communication have been 
demonstrated as a matter of fact. Exactly what part of the great 
systems of nerve fibrils in the spinal cord allotted to the transmission 
of sensory, motor and reflex impulses belong to the uterus itself is 
not as yet known. Nor do we yet know what becomes of these 
paths of nerve force when the organ they serve has been removed. 
We do know, however, that when one of the lower extremities has 
been amputated, important changes follow in those parts of the cord 
through which those fibres pass which supply the lost member. 

To me it is inconceivable that when the uterus is removed im- 
portant changes in the nervous system — cerebro-spinal as well as 
sympathetic — should not occur. And I am confident that when 
careful and minute examination of the nervous system is in future 
made after hysterectomy, profound structural changes will be found 
to have taken place, changes which will account for the functional 
disturbances already referred to. 

* Martin has lately published in Monatsschrift f uer Geburtshuelfe und Gynae- 
kolo^ie, January. 1897, the report of a most interesting case of tubal pregnancy, 
in which the tube was opened, by incision after preventive haemostasis bv 
temporary ligature, a coagulum removed, and the openixig in the tube closed 
by a line of sutures. 
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To be sure, these extensive nervous connections favor the trans- 
mission of evil influences as well as beneficent ones, and the advocate 
of hysterectomy in all cases of salpingo-oophorectomy would say 
that this very richness of nerve-supply* is reason for removing the 
organ. 

The whole contention that the uterus should be removed when- 
ever its adnexa are gone is only a temporary makeshift — ^not in the 
line of true progress. Its advocates say: **The uterus without its 
adnexa is a useless organ; some patients whose tubes and ovaries 
are removed are not relieved from pain; hence all uteri whose adnexa 
have been removed should be extirpated." 

For my part I am not as yet convinced that the uterus is a wholly 
useless structure when its appendages are gone. The extremists 
have not proved this premiss. 

Besides, those patients not relieved after salpingo-oophorectomy 
are patients who have some morbid condition remaining. Our ef- 
fort should be to find out what these morbid conditions are. I ask 
the hysterectomists for a diagnosis. 

In a recent case of acute exacerbation of a chronic salpingitis I 
removed the adnexa by laparotomy. The patient made a good re- 
covery from the effects of the operation, but had intense neuralgic 
pain apparently about the right horn of the uterus. I believed that 
the ligature about the stump of the tube was making pressure on a 
nerve fibril. But as I could not be sure the trouble was not in the 
uterus I did a hysterectomy. The patient was freed from pain at 
once. I still believe the pain was a true neuralgia, especially as sim- 
ple micro-technical methods did not reveal any disease of the uterus. 
Hence I plead guilty to a technique in the first operation which is not 
ideal — applying a small mass-ligature instead of isolating the vessels 
and ligating them separately. This case does not convince me that 
all uteri should be removed to prevent their giving rise to pain. 

No sane and well-informed man now objects to the removal of 
the uterus together with its appendages if malignant disease is pres- 
ent. In that case all minor considerations give place to the life- 
saving purpose. But our ignorance as to all the consequences of 
hysterectomy may well give us pause when we consider the opera- 
tion as applied to "pelvic suppuration" and to neuralgia. It seems 
to me we ought, at least, to limit our indications within the realm of 
pelvic suppuration, and curb our enthusiasm until the advocates of 
extended indications answer the following questions, which might, 
by the way, be equally well answered from observing cases hyster- 
ectomized for carcinoma: — 

I. What has been the condition of the pelvic viscera for the first 
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five years after hysterectomy, and how have their functions been per- 
formed? 

2. What changes in the general physical condition have been 
noted during this period? 

3. What alterations in the functions of the nervous system have 
been noted, and how has the loss of the uterus affected the social at- 
titude of the patient? 

4. In the case of those hysterectomized patients who have died 
of diseases other than pelvic, what have been the post-mortem find- 
ings, especially in the case of the ner\'Ous system? 

The burden of proof lies with the advocate of hysterectomy. If 
he does not show us a lower mortality rate than laparotomy gives us 
in pelvic inflammatory lesions he must show us very much better 
permanent results. 

If the school led by Pean, Richelot, Segond and Jacobs limited 
their energies in hysterectomy to a category of diagnosticated dis- 
eases I would certainly have less to make objection to. If, for ex- 
ample, hysterectomy were proposed for tubercular and actinomy- 
cotic salpingitis with sinuses leading in various directions the con- 
tention would be reasonable. We would perchance follow. We 
might remove the uterus for acute suppurative lymphangitis of the 
organ. 

If it were said that suppuration about a lithopaedion or about the 
bones of a foetus outside the uterus, or about a fibroid or a dermoid 
cyst, might sometimes be best attacked by first removing the uterus, 
we might agree and occasionally report such a case. But the Gallic 
hysterectomist casts dust in our eyes when he says, let us remove the 
uterus for "pelvic suppuration," and thinks to escape criticism while 
we are occupied with photophobia. The whole question of whether 
we cut out an important organ or leave it by resorting to other sur- 
gical measures brings to mind the question of what is meant by "pel- 
vic suppuration." This expression is no more a diagnosis than is 
"ascites," or "dyspnoea," or "leucorrhoea." The argument is con- 
fused amongst all the nations by the failure of the originators of the 
operation to give it a proper name. If they would specify under ex- 
actly what diagnosis we are to remove the uterus much argument 
would be avoided. We should not discuss hysterectomy as a cure 
for pelvic suppuration, but rather discuss the different forms of intra- 
pelvic inflammation and their appropriate management. 

I must agree with Landau, of Berlin, who is himself a skilled 
hysterectomist by the elegant methods of the Parisian operators, 
when he says: "I have the firm conviction, which I have obtained 
from statistics, that our honorable colleagues in France and Belgium 
make a great many hysterectomies in abscesses where we perhaps 
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reach the goal with the aid of incision, and that cases are operated 
upon there which are perhaps nothing mor^ than parametritis pos- 
terior serosa adhesiva and such like — t. e,, cases which in no way are 
to be classed under the diagnosis of suppuration, to say nothing of 
complicated pelvic abscesses." 

Pozzi, who was present at this meeting of the Berlin Gynaecolog- 
ical Society, agreed with Landau, and stated that the transperitoneal 
method remained for him the route of choice. 

It must be admitted that the value of the uterus after the removal 
of the ovaries, which are the essential organs or generation in the 
. female, does not seem very great. But it is difficult to see why a 
normal womb should be excised after oophorectomy, which we 
know is followed by atrophy of the uterus. The statement that the 
uterus under such circumstances "is a dirty hole" is not argumen- 
tative. For my own part, I feel justified in removing the uterus (i) 
when it is the seat of disease otherwise incurable; (2) when at the 
time of performing salpingo-oophorectomy it is in such a state of 
chronic inflammation as to make it appear probable that the strongly 
atrophying influence of oophorectomy will not do away with the 
painful condition; (3) when the abdominal route to diseased tubes 
and ovaries is contra-indicated and when hysterectomy would seem 
to offer better facilities for their removal and for drainage. In other 
words, I shall in each instance ask myself, so long as the evidence 
stands as it does to-day, why I remove the uterus, and shall accept 
for reply only such positive answers as I would accept for a spleen or 
for a kidney, and shall not take refuge in the general fear that the 
patient may not be well if any part of the sexual apparatus is left. 

Progress in gynaecological surgery cannot, I feel, be different 
from progress in the surgery of the extremities, in which we have 
learned to save fingers and toes, as well as whole limbs; or different 
from the surgery of the joints, in which we have almost abandoned 
destructive excisions. The arguments must indeed be cogent which 
will induce us to extirpate any structure which we cannot demon- 
strate to be diseased. The vaginal route for reaching the uterine 
appendages and treating them surgically, a route which was advo- 
cated and used by two of our most distinguished fellow-countrymen, 
Thomas and Henry T. Byford, long before the present popularity of 
this avenue, must in future be used for a variety of reasons, the chief 
of which is that by it we do not so seriously expose large peritoneal 
areas to injury and infection. Fortunately we do not always need 
to remove the uterus in order to expose and treat the structures 
above it. So that the general popularity of the vaginal route is 
likely to increase, and will not long suffer from the rash advocacy of 
hysterectomy which is now the vogue. 
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A PLEA FOR RETENTION OF THE UTERUS IN RE- 
MOVING THE ANNEXA FOR SEPTIC DISEASE.* 

By Alex. H. Ferguson, M.D., Chicago. 

The uterus has an anatomical function after the appendages are 
removed. Like a suspension bridge, with its supporting ligaments, 
it efficiently supports superincumbent weight. It is not correct to 
say that it has nothing whatever to do with the integrity or support 
of the vaginal vault. Sagging of the pelvic floor is not always the 
fault of the uterus, and when it is the cause the condition can be pre- 
vented or rectified without removing it. If found too heavy or dis- 
placed at the time of operation, it should be sutured to the abdominal 
wall. In discarding an old operation for a new one the primary con- 
siderations should be overwhelmingly in favor of the new one. Is 
the treatment of septic infection of the ovaries and tubes as practiced 
lo-day efficient and satisfactory? Double salpingo-oophorectomy 
is a safe operation and cures the vast majority of cases. Its mor- 
tality is not more than five per cent. Of my last one hundred cases 
I lost four. Any one who has uniformly bad results with it should 
look more closely to his technique; discard silk; amputate the fallo- 
pian tubes at the cornua of the uterus, curette the uterus, leave it in a 
good position, repair the cervix when necessary, and drain through 
the pouch of Douglas by opening it its full width when necessary. 
The claim made that drainage is better when the uterus is removed 
I dispute. The mere assertion does not substantiate their ground. 
The common experience admitted by all is that the removal of the 
appendages alone cures the patients pathologically, but symptomat- 
ically all are not relieved. The opprobrium of the healing art deals 
with the ablation of structures and organs that are impaired by dis- 
ease beyond the hope of recovery by any other known means. An 
operation is not in this connection a therapeutic agent, but a means 
of separating the dead from the living, and the abnormal from the 
normal. If the uterus is normal or curable by other means, why 
should it be extirpated without at least giving it the benefit of the 
doubt, should one exist? 

The profession generally are being awakened to the fact that op- 
erators needlessly remove ovaries and tubes to cure symptoms re- 
ferred to the pelvic organs. Howard Kelly ("Annals of Gynaecology 
and Ped.," January, 1894) said 15.5 per cent, of the last two hundred 

* Read by invitation. For Discussion^ see page 176. 
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cases sent him for operation had no pelvic disease. This is common ! 

with all of us; but Williams (*'New York Journal of Gyn. and 
Obstet.," August, 1893), a pathologist, examined three hundred ' 

ovaries and tubes removed by five different operators and found 
absolutely no anatomic ground for removing at least sixty of them. 
In France this form of practice appears to be more common than 
here. Laying all such evidence aside, we cannot but admit that in a 
considerable percentage of cases giving a history of gonorrhoeal or 
puerperal infection, we are not sure of our diagnosis even when ex- 
amined under anaesthesia, and it is not until we open the abdomen 
and handle the bare organs that a decision is arrived at whether they 
should be removed or not. Even then, sometimes, we are in doubt 
on account of the little macroscopic changes observed. Under these 
circumstances quite a few normal ovaries and tubes are being sacri- 
ficed every day, not, I believe, with the intent of mutilation, but hav- 
ing the long suffering of the patient in mind the surgeon is ardent to 
do something substantial for her. This points out the necessity of 
exhausting every curative measure before opening the abdomen. I 
have seen the uterus, tubes and ovaries extirpated for a supposed py- 
osalpinx, and afterwards not a trace of disease could be found. This is 
not liable to happen with the experienced abdominal surgeon well 
versed in pathology and general medicine. The points I wish to 
make are (a) the difficulty, even when the abdomen is opened, of tell- 
ing whether the tubes and ovaries had better be removed when sepsis 
had been at work, on account of these organs sometimes recovering 
themselves. A number of infected cases do get well, and (b) w-hen 
a doubt exists regarding the adnexa, how much more difficult it is 
to tell what uterus will or will not recover itself or by after-treatment. 
The surgeon who makes up his mind to remove the uterus be- 
cause the tubes and ovaries are hopelessly diseased will ablate many 
a normal uterus on acount of the difficulty of making an accurate 
diagnosis of the amount of damage, if any, that organ has eventually 
suffered from the infection. In my experience one class of cases not 
completely relieved of their symptoms after salpingo-oophorectomy 
had comparatively little changes pathologically, but had marked 
neurotic disturbances. It is my opinion that these cases would not 
obtain any additional relief were their uteri removed. A case came 
to my clinic a short time ago whose ovaries and tubes were (accord- 
ing to her story) removed for disease without relief, then her uterus 
was condemned and cut out. But here she was complaining of the 
same old symptoms and asking for another operation.. Some cases 
get what we might call the "operation habit,'* and are anxious to go 
under the knife at any time. I do not consider it a very bold thing 
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to assert that even the most radical and sweeping operations on the 
uterus and appendages will not symptomatically cure certain cases of 
septic pelvic disease. It must be remembered that afferent nerve 
impulses will be carried by the remaining structures, and that some- 
times the messages are efferent when the contents of the pelvis are 
not at fault at all. A microscopic examination of the material 
scraped away from the uterus does not help us in cases of pyosalpinx 
in determining whether hysterectomy should be done or not, unless 
there be recurrent polypi, or some condition foreign to the septic in- 
fection. A diagnosis of a tender, enlarged, or displaced uterus is 
not a sufficient reason to recommend a radical operation. Sub-in- 
volution is usually the paramount cause in these cases, and the en- 
dometritis or metritis only of secondary consideration. 

Atrophy of the uterus follows castration sooner or later. There 
is abundant clinical proof of this, and it is supported by the laws of 
nutrition governing other tissues and organs of the body when the 
blood supply and innervation are interfered with by accidents or ex- 
perimentsT Solokoff's (Arch, fiir Gynak., Bd. i, H. 2, 1896) experi- 
ments are very interesting and conclusive on this point. He favors 
the theory that the atrophy follows the disturbance of nutrition in 
the uterine tissue secondary to extirpation of the ovaries on account 
of interference with the innervation, vasomotor or trophic centres, 
in the ovaries themselves. Be this as it may, when the normal stim- 
ulus of ovarian influence is suspended by the climacteric or by castra- 
tion, the regular rhythmic contractions cease, and muscular atrophy 
results. The endometrium is not so much influenced by this phe- 
nomenon. It is supposed to be presided over by a special nerve cen- 
tre, which is an additional reason for thoroughly treating the interior 
of the uterus during and after removal of pus tubes and ovaries. It 
is claimed by the supporters of the radical operation that chronic 
endometritis prevents uterine atrophy after castration, but they have 
not shown this to be the case. On the contrary, we can point out 
that the natural result of endometritis and metritis with uterine hy- 
perplasia, etc., even when left alone, is for atrophic changes to occur, 
which are hastened by the natural menopause arid not infrequently 
effect a spontaneous cure, and these changes are also favored by 
oophoro-salpingectomy. 

That inflammatory conditions of the uterus are greatly benefited 
by the removal of the pus tubes cannot be denied. The prognosis 
of the uterus should be considered from the standpoint of the etiology 
of its disease. In acute septic puerperal endometritis and metritis, 
producing more or less septicemia and the symptoms not abating, 
with curettage and douching and endangering the life of the woman, 
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immediate hysterectomy is demanded. Puerperal metritis is often 
gangrenous and very fatal, to counteract which a radical operation 
is called for. A less degree of pyogenic (staphylococci and strep- 
tococci) infection occurring after early abortions, use of the sound, 
trauma, etc., causes chronic purulent endometritis. It is often 
amenable to treatment. '^Conception has taken place five days after 
a curettage for purulent endometritis" ("American Textbook of 
Gynaecology," p. 234). 

The prognosis in acute gonorrhoea! endometritis is more favor- 
able. Sloughing does not take place. The gonococci do not 
readily extend into the mucosa or lymph spaces, but remain on the 
surface, occupy the follicles, and are found beneath the epithelium. 
I do not know that a fatal case of primary gonorrhoeal endometritis 
has ever been reported. The uterine mucosa offers a marked resis- 
tance to the gonococci, which are more at home in the urethra and 
vulvo- vaginal glands; hence true gondrrhceal corporeal endometritis 
is comparatively rare. A mixed infection is more common. Al- 
though Madlener (Mercredi Med., 1885, No. 41, p. 487) and others 
have shown that the gonococcus of Neisser is capable of penetrating 
muscular tissue from the endometrium in puerperal cases, causing 
parenchymatous metritis, still it soon dies in or passes away from the 
muscular tissue, but remains for years in mucosae if not very thor- 
oughly treated. It appears to me that the profession can concur in 
the opinion that after removal of pus tubes hysterectomy is not indi- 
cated for endometritis alone, whether septic or specific in origin. 
This brings us to the real bone of contention, the inflamed uterus 
itself. There is a chronic metritis. What should be done to it? 
Tait says ("Diseases of Women and Abdominal Surgery," p. 123): 
"One might almost say in ninety-nine out of every hundred the 
chronic metritis is accompanied by and directly due to sub-involu- 
tion of the uterus after labor or after miscarriage." On page 123 he 
says, regarding sub-involution, that "ninety per cent, will yield to 
this treatment (previously mentioned), and the rest will yield to the 
curette and cautery." 

Martin ("Diseases of Women," p. 243), in speaking of chronic 
metritis, says: "The uterus undergoes involution, the chronic metri- 
tis gets well, and very often there is obtained by this means (ampu- 
tation of the cervix) not only relief from the immediate suflFering, but 
also a very favorable effect on the general condition. The women 
bloom again, and recover health and complete ability to perform 
their duties." "In the case of a reasonable patient, who appreciates 
what is at stake and is anxious to regain her health, it may be re- 
garded as favorable" (Thomas, p. 322). "The treatment of the two 
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conditions is identical" — that is, metritis and endometritis. ("Amer. 
Textbook of Gyn.," p. 241). 

**Whatever may be the explanation, the fact is undeniable that 
the volume of the uterus diminishes after every operation upon its 
neck, as I have often observed after the operations of Simon, Schroe- 
der and Emmett" (Pozzi : Chapter on Chronic Metritis, p. 206, Vol. 
1., "Med. and Surg. Gynaecology"). This has been my experience. 

Castration as a means to cure chronic metritis with hyperplasia 
was recommended and successfully practiced by H. Fritsch (Deut. 
Chir., Leip., 56, p. 343). Pean claims (Gaz. des Hop. 1886, p. 1170) 
to have had better results with vaginal hysterectomy for chronic 
metritis and not removing the ovaries when these were not inflamed. 

To my mind Thomas gives about the proper prognosis in chronic 
metritis. 

In speaking of sequelae of the removal of ovaries and tubes, 
Lucas-Championniere says that pain persisted in only eight per 
cent.; pyosalpinx cases gave best results, pain always ceasing; cata- 
menia persisted in twenty-two per cent. The number of cases for 
data, 268 (Pinesse, ii. F. 77, 78). Many of the sequelae are caused 
by not properly caring for the patients before and after operation, or, 
indeed, to the bad technique of the operator. 

In discussing a paper on "Vaginal versus Abdominal Section for 
Pus in the Pelvis" ("Medical News," November 21, 1896), Dr. L. S. 
McMurtry says that the sacrifice of the uterus in the majority of 
cases of suppurative pelvic inflammation is unnecessary. While 
there are undoubtedly puerperal cases with suppurative pelvic in- 
flammation, where it was necessary to remove the uterus, it was not 
so to such an extent as to make it a rule that this organ should be 
taken out. Surgery should be confined within the limits of remov- 
ing only such diseased tissue or organs as are necessary for complete 
cure. 

Dr. W. E. B. Davis says that total ablation of the uterus and its 
adnexa is unnecessary in many instances in which it is practiced by 
some surgeons. 

Dr. Louis Frank ("American Gynaecological and Obstetrical 
Journal," Vol. IX., p. 450) says that vaginal hysterectomists tell us 
that in all cases of bilateral disease the uterus should be removed, as 
without the tubes and ovaries it is a useless organ, capable of doing 
much harm, and so long as it remains the patient will never be per- 
manently cured. This, however, in his opinion, is a fallacy. If the 
uterus is practically normal, if it is not in a septic or diseased con- 
dition, there is absolutely no indication for its removal. There 
would be just as much reason, if removal of the testicles became nee- 
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essary, to remove a man's penis to effect a permanent cure for dou- 
ble orchitis. You might as well remove the appendages in all those 
cases where it was necessary to curette the uterus for a septic endo- 
metritis; the indications are just as plain as in many where the oppo- 
site exist. As a matter of fact, if the uterus is not in a septic con- 
dition, and even if it is septic, so far as the endometrium itself is con- 
cerned, which latter may be relieved by curetting at the time of the 
abdominal operation, we will find that with the tubes and ovaries 
completely removed, an artificial menopause being brought about, 
the organ will undergo the same retrograde changes that we find oc- 
curring at the climacteric. Men who have failed to get good results 
by abdominal removal of the appendages with a normal uterus have 
done so on account of lack of proper technique. 

Dr. Reuben Peterson, in an article entitled "Treatment of Pelvic 
Suppuration by Abdominal Section Without Hysterectomy** 
("American Journal of Obstetrics," Vol. 34, 1896, p. 31), says it is 
not good surgery to establish a universal rule that whenever the ap- 
pendages are removed for bilateral inflammation the uterus also 
should be sacrificed. The interests of the patient are paramount. 
To his mind it is simply a begging of the question, an intellectual 
shirking of a difficult surgical problem, to adopt a universal rule that 
the uterus should be removed whenever both appendages have been 
sacrificed. Polk and others claim that. the uterus under these con- 
ditions is a useless organ, and should therefore be sacrificed, because 
some cases fail of cure without this additional procedure. 

We have passed beyond the developmental stage of hysterect- 
omy. The operation has been so perfected that in the hands of ex- 
perts the mortality is not increased over that attendant upon bilateral 
salpingo-oophorectomy. On the other hand, so much better, in his 
experience, is the convalescence in cases where the uterus has been 
removed that it is a temptation to do so in every case. But the con- 
servative surgeon must needs hold his hand. We should not talk 
too lightly about this functional uterus after its appendages have 
been ablated. There is a possibility that its importance and influ- 
ence over other parts of the body is but little understood at the pres- 
ent time, and that future investigations will make us repent having 
sacrificed the organ except for the strongest pathological reasons. 

There are but four classes of cases where he would consider it jus- 
tifiable to remove the uterus when both appendages have been sac- 
rificed for purulent disease: — 

I. When the uterus is so diseased that less radical procedures 
than hysterectomy probably will fail to relieve the patient of subse- 
quent suffering. 
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2. When the appendages are tubercular. In these cases we are 
dealing with a serious disease, which should be treated by the most 
radical measures. 

3. Where the peritoneal covering of the uterus, and even the 
body of the organ itself, has been badly injured by the enucleation 
of the purulent appendages. Here the danger of subsequent bowel 
adhesions and intestinal obstruction might decide one to perform 
hysterectomy. 

4. In some bad cases of pus tubes it may become necessary to 
remove the uterus for the purpose of securing free vaginal drainage. 

In all other cases he would advocate a thorough curettage and 
retention of the uterus. 

Dr. L. H. Dunning, in a paper entitled, "Shall Hysterectomy be 
Performed in Inflammatory Diseases of the Pelvic Organs?" 
("American Journal of Obstetrics," Vol. 34, 1896, p. 499) says that 
hysterectomy in inflammatory disease of the pelvic organs resulting 
in suppuration is sometimes indicated will be generally admitted, but 
that it is the preferable method in the larger number of cases few will 
at present claim. That in proper cases the extirpation of pus tubes, 
neoplastic and suppurating ovaries, neoplastic and suppurating uteri, 
are life-saving operations, none will deny ; but that in inflammatory 
diseases of these organs all of them should be sacrificed because one 
or two of them are diseased is unscientific, unsurgical, and morally 
wrong. 

He opposes hysterectomy, as a rule, in inflammatory- diseases of 
the pelvic tissues upon the following grounds: — 

1. The uterus is the central organ of the reproductive system, and 
should not, except for palpable and urgent cause, be extirpated. 

2. It is only in rare cases that the uterus is so far diseased as to 
resist the curative effects of appropriate treatment. 

3. The removal of the uterus profoundly affects the nervous sys- 
tem and emotional nature of young women deprived of this organ. 

4. We oppose the removal of the uterus from anatomical rea- 
sons, to wit : As a result the vagina is shortened, the anatomical rela- 
tions of the bladder, sigmoid and rectum are changed, the elasticity 
of the pelvic diaphragm is greatly diminished or entirely removed, 
the elastic tissue being largely replaced by sensitive scar tissue. 

5. In married women it often disturbs the sexual relations of 
husband and wife, and is apt to induce mental depression. 

6. Vaginal hysterectomy compels the use of drainage because of 
the necrosis of tissue and suppuration induced. 

Dr. E. F. Fish, in a paper entitled "Shall the Uterus be Left in 
situ in Excision of the Adnexa?" (Vide, p. 738) says that the uterus 
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•should not be removed if found healthy after excision of the appen- 
dages. His conclusions are: — 

1. That whenever it becomes necesary to excise the uterine ad- 
nexa, if the uterus is sound, leave it. 

2. Whenever we excise the tubes and ovaries, and the uterus, al- 
though in a pathological condition, in our judgment will yield to 
treatment, leave it. 

The reasons of Dr. Fish for leaving the uterus are: That it helps 
to maintain the woman's sexual integrity. It relieves the patient of 
much mental strain and is a prophylaxis to neurasthenia, melan- 
cholia and insanity. It tends to maintain the family ties unstrained. 
It obviates the possibility of vaginal hernia, cystocele, and proctocele, 
and delays vaginal atrophy. Lastly, it holds up and prevents short- 
ening of the vagina. 

In a discussion before the American Medical Association ("Jour- 
nal American Medical Association," Vol. 28, 1896, p. 297) on "Hys- 
terectomy as an Accompaniment to Bilateral Removal of the Ap- 
pendages." Dr. Edwin Walker says that the number of uteri which 
give trouble after the removal of the appendages is small. From his 
own experience he could recall but two cases, and in both of these 
there was a persistent purulent discharge. Neither of them had 
been operated on since. But because in these rare instances we 
have such cases that are not cured, it is by no means a just conclu- 
sion that all shoujd be treated by total extirpation. 

Dr. W. E. B. Davis (Vide, p. 298) says that while many hyster- 
ectomists tell us that the uterus has no function after the removal of 
the appendages, they have not demonstrated this, and on the con- 
trary we know that the sexual life of the woman is very much better 
preserved by leaving the uterus, and that the mental effect is also 
much better. Because some patients are not completely cured by 
the removal of the appendages is no argument for hysterectomy in 
every case where the bilateral operation is required, for nearly all 
these can be relieved by a thorough curettage. 

Dr. J. W. Bovee (Vide, p. 299) does not believe it necessary to 
remove the uterus in but few of the cases in which the appendages 
are taken out. He has cured nearly all the cases he has operated on. 
He usually curettes first, and then, putting the patient in proper po- 
sition, does the abdominal operation. 

Dr. L. S. Mc^lurtry says it is a higher standard of surgical art 
which, while removing diseased and disintegrated structures, pre- 
serves all organs capable of restoration to normal structural integ- 
rity. This is not sentiment, but a great principle of surgery which 
should be generally applied. To remove the uterus for suppurative 
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disease of the uterine appendages, upon the basis that after the ova- 
ries and tubes have become disintegrated the uterus is no longer use- 
ful, is a violation of this principle. He had seen uteri exhibited to 
medical societies which had been removed under those conditions, 
and which presented no evidences of positive inflammatory lesions, 
while the suppurating tubes and ovaries, with adhesions and multiple 
pus sacs, were left to the chances of gauze drainage. 

Dr. H. N. Vineberg, in an article on "Conservative Surgery 
upon the Uterus and its Adnexa through the Vaginal Route" 
("American Medico-Surgical Bulletin," March 7, 1896, p. 316), says 
that it has been the custom with many operators for the past couple 
of years to excise the uterus also when both appendages are hope- 
lessly diseased and have to be ablated. This practice has in a meas- 
ure been attended with better results than when the appendages 
alone were removed. Still, as experience accumulated, it was 
learned that even when the uterus and appendages were cut away, 
some of the patients were not cured of their former pelvic pains and 
nervous disturbances. The thought then forced itself upon the 
workers in this field that the failure to cure depended upon the ex- 
tent of the diseased tissues, and not upon any shortcomings of the 
operation. Remove as much of the pelvic contents as one could, 
there always necessarily remained some tissue behind which had 
been pathologically changed by the preceding diseased processes. 
There must be some peritoneum, cellular, and lymph tissues, blood- 
vessels and nerves left after the most radical operation, and these 
being diseased are sufficient to keep up a certain degree of ill-being. 

Already at an early stage of operative gynaecology the thoughtful 
operators bent their energies toward conserving as much as possible 
the functional organs of women, and there arose what is commonly 
known as "conservative pelvic surgery." 

Glittering generalizations instead of true indications for so im- 
portant an operation as hysterectomy, will not suffice. The Pean- 
Baldy-Polk operation has not been recommended to save life, or tis- 
sue, or organ. It has not been presented with any overwhelming 
reasons which appeal to our knowledge of anatomy, physiology, 
pathology, or the art and science of surgery as being just the right 
thing in the critical light of modern research. Past experience, as 
recorded by the master-minds, votes against it. In all seriousness, 
this so-called radical operation is a retrograde step. A speedy re- 
turn to rational and scientific pelvic surgery cannot for some time 
atone for the damage already done. It puts me in mind of the days 
when amputations and excisions were so rampant for diseases of the 
extremities which to-day we cure and save. 
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My own practice is to perform oophoro-salpingectomy more fre- 
quently by the abdominal route than by the vaginal. Before open- 
ing the abdomen the uterus is curetted and the cervix, when deemed 
necessary, repaired or amputated. When time is an important ele- 
ment to the safety of the patient, the operation on the cervix is left to 
be done subsequently. In removing the pus-tubes and ovaries, the 
proximal end of the tube is amputated down to the uterine mucosa. 
If denudation has been extensive in the pelvis, drainage is estab- 
lished through the vagina. The cul-de-sac of Douglas is opened 
broadly, so that a Mikulicz packing may be used per vaginam. A 
tube is used as well. If the curettage and amputation of the cornua 
and cervix do not relieve the uterus of its tenderness and reduce its 
size within a short time, intra-uterine medication is carried out sys- 
tematically until the endometritis and metritis are symptomatically 
cured. This takes one, two, or rarely three months after recovery 
from the operation. If the discharge, pain and tenderness return a 
second or even a third curettage is carried out, rather than recom- 
mend the removal of the organ in a young person. Should the wo- 
man be near forty years of age, and the metritis prove very obstinate, 
I then, fearing malignancy, recommend hysterectomy, but not until 
all other means have failed. 

The disadvantages of primary hysterectomy, in addition to re- 
moval of pus-tubes and ovaries, are : — 

1. It takes longer to do the operation, and the mortality is, in my 
opinion, higher. 

2. The primary hemorrhage is greater and the secondary more 
liable to ensue. 

3. Greater shock. 

4. More liable to injure ureters, bladder and rectum. 

5. The patient is less of a woman, anatomically and socially. 

6. The vagina is shortened. 

7. Hernia of the vagina is liable to follow. I had such a case 
quite recently. 

8. A healthy uterus is often removed on account of the difficulty 
of diagnosing, beforehand; the amount of disturbance caused by the 
inflamed tubes, ovaries and uterus respectively. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, February 19, 1897. 

The President, Addison H. Foster, M.D., in the Chair. 

Missed Abortion, 

Dr. A. J. Lyons: The specimen which I show you is a mummified 
foetus, not developed beyond three months. The patient from whom 
this was obtained aborted two days ago, and had been pregnant be- 
tween six and seven months. She missed her menstrual period, 
which should have occurred on or about August 10, 1896. I was 
called soon after that date, because she had suffered exceedingly 
with nausea and vomiting, accompanied with about all the other 
recognized signs and symptoms of pregnancy. I then replaced a 
retro-displaced uterus and gave instructions that the knee chest 
position be taken daily. As I had occasion to see the woman once 
each month, I was pleased to note a natural development of the 
uterus until about November 29, when quite a severe hemorrhage 
took place without any apparent cause. Rest in bed with hot 
douches, seemed to entirely relieve all symptoms, and the patient was 
soon able to be up and about again. However, it soon became notice- 
able that an arrest of development had taken place immediately follow- 
ing the hemorrhage, but as I advised against interference until 
labor pains began, she finally became of the opinion she was not 
pregnant, but I was certain that examination proved her to be preg- 
nant. The progress of this case constitutes what is known as a 
•'missed abortion," that is to say, the woman aborted on Novem- 
ber 29, 1896, but did not discharge the foetus until February 17, 
1897, almost three months afterwards. The liquor amnii was en- 
tirely absorbed, the membranes, as you see, are very thick, the child 
being rolled up in them very compactly. This is the second case of 
this kind I have had recently. The other one, I believe, had been 
missed for a much longer period of time, but as the patient had just 
returned from Europe when the mass was discharged, I could not 
be as certain of the history as in the present case. The symptoms 
and conditions in both cases were alike, except the first case was 
further developed, and she made a slow recovery, while this patient 
experienced very few of the late symptoms. 
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The Consequences of Removing the Uterus. 

By Weller Van Hook, M.D. 

(See page 157.) 

IVhen, in operating for Septic Pelvic Disease, it becomes Neces- 
sary to remove the Ovaries^ it is Usually Advisable to remove 

the Uterus also. 

By Fernand Henrotin, M.D. 
(See page 145.) 

A Plea for Retention of the Uterus in Removing the Annexa for 

Septic Disease. 

By Alex. H. Ferguson, M.D. 
(See page 165.) 

Discussion. 

Dr. M. L. Harris: We must all admit that the question, as 
proposed to-night, is rather indefinite, but there is one thought 
which we can gather from it, namely, that it is absolutely necessary 
to sacrifice both the ovaries and tubes, consequently any remarks 
directed to conservatism are irrelevant in discussing this subject. 
We admit that conservatism is the most important part of the ques- 
tion, but as the subject under discussion absolutely excludes con- 
servatism, we must leave that point untouched. Likewise we must 
exclude from consideration all such cases where there exists a 
specific indication for hysterectomy in some pathological condition 
of the uterus. If there be malignancy, myomata, or any other in- 
dication for hysterectomy, then those cases do not come under the 
proposition for discussion to-night. The question, then, which we 
are to resolve presents itself something as follows: (i) Is the 
uterus, after the removal of the ovaries and tubes, a useless organ 
to the economy? (2) Does the removal of the uterus in the class 
of cases under consideration contribute to a more rapid, perfect and 
permanent recovery of the patient? 

We must consider that all active organs and tissues of the body 
have some function, and that they contribute to the individual some 
advantage, which enables it better to propagate its kind or to con- 
tinue its own existence. In examining these functions, only in so 
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far as they concern us, we note there are two kinds, which we have 
termed metabolic and mechanical. Metabolic functions, thost- in 
which an organ elaborates some product or products which are es- 
sential to growth and life, such as the thyroid, for instance, or from 
some selective affinity, either destroy or eliminate some products 
which are inimical to the life of the individual, as, for example, the 
kidney. Mechanical functions are secondary, and in this connec- 
tion I would mention the ureter and the bladder. Their function:* 
are mechanical entirely, as they simply serve for the transmission oi 
the urine, and for its temporary reception and expulsion. The 
ovaries possess unmistakable metabolic function. Comparative 
anatomy and embryology teach that the uterus is simply a different 
tiated portion of an excretory duct. Primarily, the metabolic ovary- 
is provided with a simple excretory duct. It is a duct of the sim- 
plest kind, extending from very near the ovary to the exterior of the 
body, having absolutely no other function than the mechanical 
function of transmitting the products of the ovary to the exterior. 
We find a portion of this duct is differentiated for the purpose of 
temporarily receiving and retaining the product of the ovary before 
eliminating it entirely from the body. This portion we find grad- 
ually differentiating until it becomes the uterus and the vagina. It 
is still simply a portion of the excretory duct, with no other function 
than a mechanical one. When the uterus has reached its highest 
differentiation it takes part in the function which we call menstrua- 
tion. Here, perhaps, some will take issue with the fact that the 
uterus is entirely a mechanical organ, possibly being inclined to ac- 
cept here a semi-metabolic function. However, I am not prepared 
to accept this, notwithstanding that the uterus periodically acts in 
eliminating an amount of blood, consequently a portion of the ex- 
cess of nitrogen which is retained during the pre-menstrual period, 
as this is secondary entirely to the metabolic function of the ovary. 
One other mechanical function of the uterus, or simply a part of its 
mechanical function, is the part it plays in the formation of the so- 
called diaphragm of the pelvis. That has already been referred to, 
but Dr. Ferguson's remarks concerning the value of the lateral lig- 
aments are not applicable to the question. In the cases under con- 
sideration the lateral ligaments are necessarily lost, consequently 
that argument loses its force. 

I would like to call attention here to the analogy which exists be- 
tween the generative organs and the urinary organs. We have in 
both a metabolic organ provided with an excretory duct. Primar- 
ily, that is. biologically considered, this excretory duct is common 
to the two organs, the mesonephros and the ovary. Both excrete 
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or eliminate their products through a common duct Later we find 
a separate duct for each organ, and in each duct is developed a re- 
ceptacle; in the duct from the kidney, the bladder, in that from the 
ovary, the uterus. The receptacles are simply differentiations 
of the excretory ducts, and are both for mechanical purposes. 

The common method of infection in both of these systems is iden- 
tical, that is, infection extends distalo-proximally. In the urinary 
organs infection extends from the urethra to the bladder, then 
through the ureters to the kidneys. In the generative organs in- 
fection takes place from the vagina to the cervix, from the cervix to 
the corpus, from the corpus to the tubes, from the tubes to the peri- 
toneum and ovaries. The difficulty of eradicating infection which 
has extended up the urinary and genital tracts is well-known. Del- 
bet says concerning the progress of metritis, "It is persistent, hav- 
ing little or no tendency to spontaneous recovery. The lesions 
have a tendency to advance step by step, from the neck to the cor- 
pus, from the corpus to the tubes, and from the tubes to the peri- 
toneum." 

The functions of the uterus being entirely secondary and mechan- 
ical, the uterus can be of no essential use to the economy after the 
removal of the ovaries, the organs upon which the function of the 
uterus depends. The only exception to this is the mechanical func- 
tion of the uterus in preserving the floor of the pelvis, and whether 
this be great or small is a question to be determined from our cases. 
Personally, I do not think it is great. 

Much has been said with reference to the symptoms resulting 
from removal of the uterus and appendages. The symptoms which 
result from the removal of the uterus and appendages are due en- 
tirely to the removal of the organs possessing metabolic functions — 
the ovaries — and can in no way be attributed to the hysterectomy, per 
sc. The symptoms which result from castration have been recently 
presented in a very elaborate form by Canu* in a series of cases 
operated upon by Le Bee. Subsequent to the castration he sent 
out letters of inquir>' containing a series of thirty-five questions. 
He received replies from seventy-five, and he had one hundred and 
two cases from which his table of symptoms was made. He has 
tabulated these in a very elaborate way. I will not read them, ex- 
cept to give you simply the headings of the symptoms. These symp- 
toms are as follows: Pain in the abdomen, pain in back, joints and 
hip, loss of strength, sense of constriction of the neck, nervous dis- 
turbances with crises and without nervous crises, headache, irasci- 
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bility and nervous hypochondriasis, diminution of sight, chills with 
sweats, pruritis, tympanites, enlargement of abdomen, dyspnoea 
and borborygmus, constipation, palpitation, painful micturition, 
vaginal discharge. The symptoms may be summed up in the term 
cachexia ovaripriva, and are due to the loss of the function of the 
ovaries. One point which he wished to bring out particularly, and 
which I desire to mention again, was concerning the loss of sexual 
desire. He went into this very carefully. He found that atresia of 
the vagina prevented coitus in nine cases. In nine cases the atre- 
sia of the vagina was so marked that it rendered coitus almost im- 
possible. In twenty-two cases coitus was impossible on account of 
local pain. In fifty cases there was a suppression of desire, and in 
twenty a conservation of desire. ' Among the twenty cases with 
conservation of desire seven had menstrual flow more or less abun- 
dant. These symptoms, then, which I include under the heading 
of cachexia ovaripriva are due, as I think, entirely to the removal of 
the ovaries, and the hysterectomy plays absolutely no part in them, 
consequently the removal of the uterus does not remove from the 
patient any function whatsoever after the ovaries are taken out. 

The second part of the question is, does the removal of the 
uterus contribute to a more rapid, perfect and permanent recovery 
of the patient? The first thing to be considered is primary mortal- 
ity. This we know to be very small. The primary mortality is not 
such as to militate against the operation in this particular class of 
cases. Statistics are abundant on the subject. Among 746 hys- 
terectomies* in this class of cases the mortality was only 5 per cent, 
among several operators, consequently the primary mortality rate 
would not militate against the removal of the uterus. As I said in 
the beginning of my remarks, the subject under discussion is not 
definite enough, in that it does not state what is meant by septic 
pelvic disease. But I take it that it does not mean simple pyosal- 
pinx. I take it that it means septic infection of the pelvis in its 
broadest sense. We may have a pyosalpinx that has ruptured, or 
we may have abscesses in the peritoneal cavity that are circum- 
scribed, abscesses in the cul-de-sac, abscesses anterior to the broad 
ligaments, and abscesses in the broad ligaments themselves. Thgse 
are the cases which I consider this proposition means, and not sim- 
ply cases of ordinary pyosalpinx. In such cases the uterus in many 
instances forms a part of the abscess wall, and it is only in them that 
I consider hysterectomy, irrespective of the method of performing 
it, is indicated. In those cases, there is no doubt, from the statis- 
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tic^ at our command, as well as from personal observation, that pa- 
tients do more rapidly and perfectly recover when a hysterectomy 
has been performed than when it has not. In support of this argu- 
ment we may mention the number of secondary hysterectomies 
that different operators have been obliged to perform after having 
done primary salpingo-oophorectomies in this class of cases. Quot- 
ing from Bouilly, Segond has had lo secondary hysterectomies; 
Richelot, 36; Jacobs, 5; Delageniere, 3; Picque, i ; Pozzi, i ; Bouilly, 
II. Here are sixty-seven cases in which seven different operators 
have been obliged to resort to 3econdary hysterectomy in cases that 
were not cured by primary operations. I have been obliged to da 
a secondary hysterectomy once in a case where I had performed 
salpingo-oophorectomy. This patient made a complete recovery 
only after the hysterectomy, the first operation failed to relieve her. 
When I asked her in reference to her sexual desire, one year after 
last operation, she said that she had not enjoyed sexual intercourse 
so much for years as during the past few months since the opera- 
tion. In other cases which do not come under this heading, but 
which admit of conservative surgery, I am distinctly not in favor of 
hysterectomy. 

Dr. Henry P. Newman: There is very little to be said after the 
subject has been so thoroughly gone over, pro and con, by the es- 
sayists. The general propositions advanced by those favoring the 
removal of the uterus along with the appendages are (i) that there 
is a more rapid, complete and permanent recovery; (2) that the 
uterus thus mutilated is a useless organ, a mere excretory duct, as 
claimed by Dr. Plarris. As regards the first proposition, we all 
admit that a radical surgical procedure will sometimes more speed- 
ily dispose of a case than a conservative one, as, for instance, in 
necrosis of the tibia. When this is treated with the usual procedure 
of scraping, the patient, perhaps bedridden for a considerable time, 
recovery is retarded, whereas the health of the individual would be 
more speedily restored should a surgeon be called in to operate in 
a more radical way and amputate the limb. But no surgeon would 
favor such a procedure. The gynaecologist and the surgeon alike 
have in view the preservation of structure and the prevention of 
mutilation. The completeness of the cure cannot be established 
until time has elapsed sufficient for readjustment of the normal rela- 
tions of the system, recovery from all disturbing effects of the oper- 
ation and the preceding disease. In case of evident failure or im- 
perfect results we should look for the cause in some faulty tech- 
nique perhaps, rather than condemn too hastily an unoffending 
uterus. As in many instances the pathology is that of pus tubes or 
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septic disease of the appendages, it will not be necessary to remove 
even the immediate organs involved, but we will simply adopt the 
method of treating abscesses by direct incision and drainage, pre- 
serving organs that are now extirpated and relieving by subsequent 
operation if necessary any deleterious results that may have 
occurred from the inflammatory trouble. 

In regard to the claim that the uterus is a useless organ, a mere 
appendage, so to speak, of the ovaries and tubes, I do not think 
this is proven by any means, or that it has merely a mechanical 
function. Certainly its importance in sustaining the pelvic floor is 
one that deserves some consideration. It serves as a support to the 
floor of the pelvis, and the diaphragmatic action of this structure is 
necessarily interfered with by so mutilating a procedure as removal 
of the uterus and its annexa. When the uterus is removed ad- 
hesions invariably occur, there is more or less distortion of the pel- 
vic floor, and the diaphragmatic action, which is so essential to the 
proper function and circulation of neighboring viscera, as well as 
the sustaining power which it has as regards the superimposed 
viscera, is interfered with. It may be a mere accident, but I have 
examined a considerable number of cases after extirpation of the 
uterus in which there was more or less sagging of the abdominal 
\nscera with the pelvic floor. There was ptosis of the stomach, in- 
testine and of the kidney. I have seen this frequently. We know 
that in pendulous conditions of the abdomen we are very apt to have 
the viscera above more or less displaced, and after removal of the 
uterus why should we not have like conditions from sagging of the 
pelvic floor? Then, too, we have interference with the function of 
neighboring organs, as the bowel, the ureters and bladder, and if 
disturbance occurs it is apt to be more or less permanent. Before 
removing the uterus, we should be fully satisfied that it has no other 
office than that of a mere excretory duct, leading from the ovaries 
and tubes, and that no ethical consideration of the patient's physi- 
cal welfare contra-indicates the procedure. The general proposi- 
tion is one that carries us away from the best surgery of the day, 
and is rather inclined to be retrogressive than progressive, as the 
tendency at the present time is along the line of preserving organs 
and structures. The morale and the many perhaps minor details 
that enter into this subject have been very wisely and carefully 
handled. At the same time, I feel as if we ought to sustain the 
more conservative methods, look in the future to a more careful 
technique in extirpating the appendages in order to do away with the 
painful and protracted sequelae that sometimes occur. 

Dr. John T. Binkley, Jr. : This is a subject in which I am very 
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much interested. I may in registering my experience in this mat- 
ter repeat, but shall try to be brief. 

The functions and the early anatomy of the pelvic organs have 
been dwelt upon so clearly by Dr. Harris that I can add nothing to 
it. As you all know, this was a subject that our President had 
under consideration, and addressed every member of the society a 
card, asking his opinion regarding the necessary procedure in such 
conditions. Now, it is a question, how different men interpreted his 
inquiries, and what they mean by septic pelvic diseases. Every man 
has answered this postal card according to his own experience, and 
I do not see how he could do differently. My own -experience en- 
ables me to concur in nearly all Dr. Henrotin has said. I am heart- 
ily in accord with him, but am not so enthusiastic as he seems to be. 
I believe that those w^ho oppose removing the uterus, faintly see a 
"red flag'* when it does not exist. I am sure no gynaecologist adopts 
any method in his work other than that which in his experience en- 
ables him to obtain the best results. He does not remove the uterus 
simply because it is there, or because he is operating, and wants to 
do a little more extensive work. Every gynaecologist w^ants the 
best possible results. He wants his patients to get well, and if he 
believes they will get well by removing the uterus under such condi- 
tions as we have under discussion, this procedure should be carried 
out. I do not believe I have removed the uterus in more than 15 
per cent, of my cases of septic pelvic disease. I have been gratified 
with the results in every instance, and I have had no cause to regret 
it. My mortality, nil. I have never lost a case in which I have re- 
moved the uterus, consequently I have great respect for hysterec- 
tomy. I have had a great many cases upon which I have operated, 
but not as many as some of the gentlemen who are here. I have 
also assisted a gentleman who has operated a great number of times 
for removal of the uterus, and I asked him the other day if he would 
not come down and discuss this subject to-night, and he replied that 
he would be very much criticised for doing it. I refer to Dr. By- 
ford. I have recently read an article by him in the American Jour- 
nal of Obstetrics on this subject in which he favors the removal of 
the uterus in the class of cases under discussion, and I have recently 
seen him do two or three hysterectomies. So his opinion concurs 
with that of Dr. Henrotin. Dr. Van Hook takes very much the 
same position that I do myself in septic pelvic diseases. I have in- 
terpreted the incjuiry made by our President to mean septic diseases 
of the pelvis, in which there may be pyosalpinx, or an abscess in the 
pelvis that is circumscribed, the uterus being one of the walls of the 
circumscribed abscess on one or both sides. I do not mean an ab- 
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scess lying against the uterus, but where a membrane lies between 
the uterus and the abscess, so that in ripping it lcK>se we denude the 
uterus of its peritoneum. As an evidence of how quickly adhesions 
will take place, I wish to refer to a case upon which I operated a 
few days ago, a young woman for double pyosalpinx, in which there 
were extensive adhesions, and I was compelled to drain with nar- 
row strips of gauze, freely packed in both fossae up against the pos- 
terior wall of the uterus. Within twelve or fourteen hours I began 
to draw the gauze from the parietal adhesions so as to keep it loose 
and keep up the capillary action. It is my custom at the end of six 
or twelve hours to draw the gauze a little and place new top dress- 
ings on the abdomen. I label my gauzes either by knots or strings 
so as to know which to draw first. One piece of gauze, which I be- 
gan to draw at the end of forty-eight hours after the packing, would 
not come. I could not start it. The piece of gauze was as wide as 
my four fingers, and in my endeavor to loosen it I twisted it both 
ways, and even then could not draw it. I then concluded that I 
might have passed a ligature through the gauze. I carried down a 
little probe, felt I could go below through the parietal wall between 
the gauze and sutures on each side. I carefully prepared the abdo- 
men. I slipped my finger down and found that the omentum had 
become attached so tightly to the top fold of the gauze that I had to 
push it away before I could draw the gauze. This took place in 
forty-eight hours, the omentum having fallen up against the largely 
denuded peritoneal surface. This demonstrates the rapidity and 
character of adhesions in such cases. 

Both Drs. Van Hook and Newman referred to conservative sur- 
gery, and made a rather peculiar comparison. Dr. Van Hook 
spoke of the tendency to save all of the stump end, if possible, and 
Dr. Newman says that we will employ the method of scraping in 
necrosis of the tibia rather than resort to the more formidable 
method of amputation of the limb. Both of these are acknowledged 
to be necessary members of the human economy. Naturally we will 
try to save as much of the tibia or end of the stump as possible. But 
it seems to me these comparisons have no bearing whatever on the 
question we are discussing. They are rather far-fetched, to say the 
least. The only case which Dr. Van Hook quotes, upon which he 
has operated, gives a satisfactory result, which, of course, is in ac- 
cord with my own experience, as well as that of others who take the 
other side of this question. Do not think we are talking about uteri 
that are not diseased. How do we know that the ovary and tube 
are diseased? How do we know the pathology is marked or 
limited? Because we see and feel it. We see pus exuding from it. 
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We see the condition of the membranes and the piastic exudat^r 
thrown out all around it, and we see the same thing around the uterus. 
This is the kind of uterus we are talking about in this discussion. 

Dr. Ferguson spoke of atrophy of the uterus following operation. 
I do not believe that statement can be absolutely proven, for the 
reason that we have fibroids developing in the uterus after the re- 
moval of the appendages. I exhibited a photograph at the last 
meeting of a case in which a fibroid had developed near the horn of 
the uterus after a double oophorectomy had been performed. Fur- 
thermore, we all know that sufficient nourishment passes from the 
uterine vessels to support and to take care of the growth. Dr. Fer- 
guson also says that if the uterus were normal, why extirpate it? So 
say we all. Who does it? 

Dr. Ferguson says he knows of primary fatal cases of gonorrheal 
endometritis. Gentlemen, we do not remove the uterus because we 
are afraid it will prove fatal, but we do so for the reasons given by 
Dr. Henrotin and because of reflex disturbances. The fact that a 
considerable number of these cases, after having their appendages 
removed, come back is an argument in favor of removing the uterus 
at the primary operation. Dr. Ferguson quotes a number of cases 
in which there was great pain following operations for the removal 
of the uterus. Every gynaecologist and every surgeon knows that 
in the vast majority of cases pain does not follow the operation of 
hysterectomy. On the contrary, the reverse is the rule. We find 
patients coming to us with a pathological condition in the pelvis 
which is so marked that we can detect it from the physical appear- 
ance. We make an operation, remove the appendages, and then 
later find the symptoms of pain just as marked as before. At the 
primary operation we thought we had done a good thing, and per- 
haps had congratulated ourselves that we had relieved the patient, 
but we frequently find that very little relief is afforded by an incom- 
plete operation of removing appendages only. These are the cases 
for hysterectomy. The patient may be better after the removal of 
the appendages. She may not become progressively worse, but 
she remains bad. That is our experience often. 

I think Dr. Newman, in addition to making a very inconsistent 
comparison, is begging the question when he refers to drainage as 
a possible cure for septic pelvic disease. 

Dr. Ferguson made a statement that seems to mc very incon- 
sistent w^hen he said that the uterus forms a part of r. suspension 
bridge, or that it acted as such in that it supported the pelvic 
viscera. One might as well say that a rider supports his horse by 
sitting on the horse's back. 
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With reference to those cases that have gotten what Dr. Fer- 
guson designates as the "operative habit," I will say that my experi- 
ence is limited to three in number. I could report them in detail if 
it were necessary before and after operation, but it would not enable 
me to make my point stronger than simply to say to you that these 
cases have been entirely relieved, to my certain knowledge. 

j4 Plea Against Hysterectomy When Remoroing Diseased Append 
ages for Septic Pelvic Disease, 

By F. H. Martin, M.D. 

(See page 152.) 

Dr. Nicholas Senn: The papers read and the remarks made 
seem to refer to anything else except the subject under discussion. 
The wording of the subject we are expected to discuss to-night is 
exceedingly unfortunate, in that it limits our discussion to the 
necessity of removing the uterus in septic disease, requiring the re- 
moval of the ovaries and tubes. If we were to limit our remarks to 
the legitimate subject of the discussion, very few gentlemen would 
have anything to say. It seems to me that the whole trend of the 
discussion thus far has been to speak more from a practical than 
from a scientific standpoint. In order to discuss this subject intel- 
ligently, it is necessary to lay down a scientific pathological founda- 
tion; in other words, we ought to know what we mean by a septic 
inflammation of the tubes and ovaries requiring operative interfer- 
ence, and the necessity of removing the uterus at the same time. I 
am sure that every gentleman present is aware of the well-known 
pathological fact that septic processes originating in the uterus sel- 
dom extend to the tubes and ovaries by continuity of surface. I 
had hoped that we should learn to discuss more thoroughly the sub- 
ject I would like to see discussed in this society, namely, the proper 
modem treatment of pelvic suppuration as the general practitioner 
meets it. In the first place, we have to eliminate from our subject 
all gonorrheal inflammations involving the uterus, tubes and 
ovaries, uncomplicated by a mixed infection. We have heard to- 
night a good deal about the necessity of removing the ovaries and 
tubes and even the uterus, in cases of gonorrheal inflammation. 
You all know that the gonococcus exerts a specific influence upon 
pre-existing cells ; it is not a genuine pus microbe, as every gynaeco- 
logist knows. All it can and will do is to produce a circumscribed 
inflammation with very little tendency to extension, in contradis- 
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tinction to the microbes that produce septic infection — ^the pus 
microbes. We have said very little in reference to genuine septic 
infection of the uterus and its appendages. The pus microbes, if 
they are introduced into the uterus and enter a pre-existing infec- 
tion atrium, diffuse themselves through three distinct pathways, 
either through the connective tissue spaces, the uterine veins, or, in 
preference through the lymphatic channels. Septic inflammations, 
originating in the uterus and extending to the appendages, and par- 
ticularly to the connective tissue, resulting in the formation of cir- 
cumscribed suppurative lesions, are the conditions which we ought 
to discuss instead of spending the evening in discussing subjects en- 
tirely remote from the legitimate subject under consideration. 

As the hour is late, I will formulate my ideas in reference to the 
subject very briefly. The uterus acts as a pathway for septic infec- 
tion of its annexa and the adjacent connective tissue without being 
permanently damaged ; in other words, the infection atrium through 
which the septic microbes enter uterine tissue, and from there the 
connective tissue spaces, blood vessels, or lymphatics, reach tissues 
or organs that are better predisposed for suppurative inflammation, 
where they produce their specific pathogenic effect The fallopian 
tubes to the ovaries are not often affected primarily, but the adja- 
cent peritoneum and connective tissue are the favorite seat of locali- 
zation, resulting in a circumscribed, diffuse peritonitis, or in a cir- 
cumscribed, so-called cellulitis, phlegmonous inflammation. It is 
OHly in cases that tend to destroy or shorten life that I would un- 
hesitatingly advocate and practice extirpation of this organ, the uterus, 
in which is the intrinsic seat of a disease; that is, in cases of sep- 
tic thrombo-phlebitis, as we find it in the parturient woman, in 
women occasionally subjected to operative treatment without the 
necessary antiseptic precaution, and that means infection of the 
veins of the uterus, so liable to result later in fatal pyaemia. It is in 
such cases that hysterectomy occasionally, if the disease is recog- 
nized in time, will save life. In other cases in which the infection 
takes place through the lymphatics, as we find it particularly in a re- 
cent parturient woman, where the septic process extends to the ad- 
jacent peritoneal cavity or to the connective tissue around the 
uterus, there is a legitimate indication for a primary hysterectomy. 
But you will all agree with me that it requires the greatest diagnos- 
tic skill to set down indications with sufficient clearness to warrant 
such a mutilating procedure. In cases in which the uterus acts as 
a temporary pathway for infection, where the infection localizes 
itself outside of the organ independently of the peritoneal cavity, in 
the connective tissues, I would limit my surgical procedures, as I 
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would in any other locality, after diagnosticating and localizing the 
exact focus with sufficient accuracy to attack it, to incision and 
drainage, knowing well that by liberating the suppurative product, 
the uterus having served the purpose of a temporary pathway for 
infection, it will recover its integrity and return to its normal con- 
dition, as every obstetrician can testify. I beheve the gynaecologists 
will do more for their department in surgery by working conserva- 
tively than by mutilating procedures. 

I was very much astonished indeed when Dr. Harris made his 
comparison between the bladder and the uterus. Such a compari- 
son is odious, strange, and requires no remarks on my part. The 
bladder a reservoir for excretions, the uterus a part and parcel of an 
important generative tract, which, during pregnancy and during the 
life of the woman performs a most important function. It is more 
than a mechanical apparatus; it is an organ endo^^ed with special 
and high functions, and certainly deserves the respect of every 
modern gynaecologist. 

Dr. Henrotin, who, for a short time has figured among us, is a 
disciple of the great Pean and Segond, and advocated the removal 
of the uterus for all pelvic and suppurative lesions, has become re- 
cently more conservative in his ideas. His paper to-night is char- 
acteristic. We find that it contains many "ifs," so many modifying 
circumstances, that we look in vain for such positive views such as 
were advanced in the past. I know from my personal observation 
that he does not practice what he preaches. I have seen Dr. Henro- 
tin cut through the vaginal wall into the pelvis, in order to remove 
suppurating tubes and ovaries, and leave the uterus in situ. 
Whether he found it necessary to remove the uterus afterwards, I 
do not know. But I do know that the practice with him not to re- 
move the uterus is becoming more common, and I trust I shall 
have the pleasure of hearing, from time to time as he presents his 
views, that he is becoming more and more conservative. 

Dr. Reuben Peterson: As the hour is late, I shall be as brief 
as possible. I would take exception to the remark made once or 
twice during the discussion that the removal of the uterus for septic 
pelvic disease is a retrograde step in gynaecology. I most firmly 
believe that this is not true. Dr. Henrotin, in his statement of the 
facts dealt with a limited class of cases. His remarks had particu- 
lar reference to those cases in which the appendages were irrepar- 
ably diseased. The only point that the gynaecologists to-day are 
disputing about is whether in the majority of such cases the uterus 
is sufficiently diseased to warrant its removal at the time of the 
primary operation. That question can only be answered on patho- 
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logical grounds. As a temporary expedient, we may take out more 
uteri now than we will later, but the ultimate answer to the question 
can only be made on pathological grounds. In other words, can 
we save the uterus by less radical procedures. Just because some 
of ouj* cases do not get well after the removal of both appendages 
is no reason for adopting the universal rule that we should remove 
the uterus every time that it becomes necessary to remove these 
organs. This is begging the question. In a considerable number 
of operations of removal of both appendages for purulent disease, I 
find that the majority of my patients have been cured pathologically 
and symptomatically. A certain proportion of them have not been, 
and it has been my endeavor to find out what cases require the re- 
moval of the uterus at the primary operation. 

Investigations have shown that the ravages of gonorrhoea within 
the uterine cavity are severe; that the disease not only penetrates 
the endometrium, but the uterine wall, and it remains with us to 
determine whether we can cure sucji an infected uterus by curettage 
and gauze drainage, and by other simpler means than hysterectomy. 
I do not believe that we should take the position of Schauta and 
others, who claim that the uterus should always be removed when, 
at the primary operation, the appendages are found to be infected 
by gonorrhoea. I believe we can cure many cases by simpler means 
and retain the uterus. Except in severe cases, the removal of the 
uterus does not add a great deal to the danger of the primary oper- 
ation, and when this additional procedure would jeopardize the life 
of the patient all experienced abdominal surgeons would leave the 
uterus in situ, no matter what their opinion upon the general propo- 
sition might be. 

There is a class of cases in which I think the uterus should some- 
times be removed, and that it where, during the enucleation of the 
appendages the uterus has been badly torn. You may leave the 
pelvis in as good condition as possible, yet the peritoneum has been 
torn from the uterus and there is increased danger of intestinal ad- 
hesions. We also frequently find cases of advanced pelvic disease 
where the abscess is on both sides, and it seems best to remove the 
uterus to obtain good drainage. I do not agree with Dr. Ferguson 
that we can get just as good drainage by opening the posterior cul- 
de-sac. When the uterus is removed we get better drainage and a 
more satisfactory result. The cases I have mentioned are only the 
exceptional ones. 

With reference to tubercular disease of the appendages, when 
we can demonstrate its existence on the operating table, and the 
appendages are ablated,* then the uterus should also be removed, for 
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fear that it be infected with tubercle bacilli. Tuberculosis of the 
female generative organs is a serious disease, and should be treated 
radically. 

Dr. Joseph B. Bacon: I would like to make a few remarks 
with reference to the removal of the uterus and its relation to weak- 
ening the pelvic floor, with especial reference to the sigmoid flexure. 
You can demonstrate very well this sagging of the sigmoid in the 
dead-house. The sigmoid has a long mesentery, and it has a ten- 
dency, when loaded with fecal matter to lie not in the left side but 
deep in the pelvis, particularly in women who are constipated. In 
constipated women the removal of the uterus permits the pelvic 
floor to sag. 

A few days ago I examined a woman at my clinic whose uterus 
and appendages were removed several years ago. The case was 
such a well-marked and typical illustration of sagging of 
the pelvic floor that I showed it to the students. When the uterus 
is removed along with the appendages it allows the loaded sigmoid 
to sag more and more in the pelvis, and tends to create an inflamma- 
tion of the sigmoid. It seems to me that those who have advocated 
the removal of the uterus in connection with the appendages have 
not brought forth sufficient evidence to warrant the extirpation of 
this organ. They have not placed their cases upon a scientific 
basis. In some instances the uterus was removed, I understand, 
simply because of a discharge from the uterine cavity. It is only 
in recent years that surgeons, in removing pus tubes, have done so 
properly by thoroughly dissecting the tube well into the horn of the 
uterus, so that we only have comparatively recent statistics upon 
which to base our results. In some of the cases reported to-night 
the uterus was removed for reflex pain. To remove the uterus for 
reflex pains, without previously making a differential diagnosis of 
the condition of all the other pelvic organs, proves absolutely 
nothing. 

A short time since I had a case where an ovary had been re- 
moved for intense pain. The operation was performed by a good 
man. He hesitated to remove the organ, but did so, and saw the 
mistake he had made afterwards. The patient was subsequently 
sent to me, and I found in the rectum a submucous cyst containing 
two ounces of fatty tissue and debris. This cyst had produced the 
characteristic pain. By pressing upon the cyst pain was reflected 
.to other organs of the pelvis. 

There are several points I would like to discuss, but as the 
hour is late I will not do so. As Dr. Byford's name has been men- 
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tioned in the discussion, and as he is not present, I wish to speak- 
briefly for him. I have been intimately associated with him of late, 
and it is not his rule to remove the uterus with the appendages for 
suppurative pelvic disease. 

Dr. J. A. Lyons: In the interest of non-mutilating surgery, I 
desire to put my stamp of disapproval upon such a proposition as is 
here presented for discussion. 

Whatever our individual opinions may be upon the subject, I am 
satisfied that no unasked result will be obtained from a discussion 
of the question, for I am sure no hard and fast rule can be laid down 
for guidance in all operations for the septic pelvic diseases. I be- 
lieve that there is a growing tendency on the part of the profession 
to regard the uterus as a useless organ, when deprived of its appen- 
dages, and that, as a consequence, it is sometimes removed simply 
because the ovaries are diseased. 

In my opinion, it is advisable to leave a moderately heahhy 
uterus, when the ovaries have to be sacrificed. Such a uterus in 
normal position will help maintain the pelvic diaphragm, and this 
diaphragmatic action of the pelvic floor will undoubtedly help pre- 
serve the normal position of the bladder and intestines. 

The uterus in normal position and location helps prevent the 
bladder from being displaced posteriorly, the rectum, sigmoid flex- 
ure and other portions of the intestines from being displaced down- 
wards and anteriorly. These organs are supported by the uterus, 
which acts as a prop to them, and they in turn help preserve the nor- 
mal location of all the other abdominal organs. A complete hys- 
terectomy does undoubtedly shorten the vagina, and in rare cases 
atrophy of the vulva and vagina results. After hysterectomy the 
pelvic floor sags downwards, hence gives no support to the organs 
above it, as originally intended, but rather tends to drag them with 
it, and vaginal hernias may result. 

Many other reasons of an accidental character, such as injuries 
to the bladder, uterus and intestines, can be directly attributed to 
unnecessary removal of the uterus. Some of those organs have 
been opened into, tied off, or otherwise injured by the removal of 
the uterus, accidents, which in the majority of cases, are most un- 
likely to occur in doing salpingo-oophorectomy. The injurious 
effects hysterectomy has upon the sympathetic and spinal nerves, if 
any, is not yet known. I now believe it is a duty incumbent on all 
gynaecologists to preserve every organ possible, as much as it is 
incumbent upon the general surgeon to save every finger, yes, even 
finger-nail possible. 
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The above remarks refer principally to clearly defined pus tubes, 
whose proximal ends are sufficiently small to tie off without injury 
to the uterus. However, there are frequently pus collections in the 
pelvis, especially those of an intraligamentous nature which involve 
the uterine wall, so that the uterine wall becomes a part of the ab- 
scess sac, or it occasionally happens that the abscess may originally 
form, having the uterine wall as a part of its membrane, the infection 
having taken place through the uterine lymph channels sometimes 
occurs as in cases of puerpural infection. In operating upon such 
cases, one would naturally feel called upon, at least in most cases, to 
do a hysterectomy, and I believe that some of our colleagues do al- 
ways remove the entire organ, and indeed claim that such a pro- 
cedure is almost universally necessary. My belief is that even many 
such cases can be practically cured without sacrificing the uterus. 
To illustrate, permit me to cite the following case: ' 

About two years ago I was called upon to remove a pus tube 
which had formed soon after an acute attack of gonorrhea. Upon 
opening the abdomen and breaking up some adhesions, I discov- 
ered a tumor without pedicle, which was a tubo-ovarian abscess, 
and which invt)lved the left lateral wall of the uterus. It was neces- 
sary to either do a hysterectomy or drain. I removed first the tube 
and ovary on the opposite side to overcome hemorrhage, and 
clamped the large abscess sac I referred to as close up to the uterus 
as possible, and tied off the broad ligament at the pelvic end, then 
cut between the clamps and uterus, dilated the left horn of the 
uterus, introduced through it several strands of silkworm gut as 
drainage into the uterine canal to the vagina, curetted the uterine 
surface of the abscess wall, cauterized it with carbolic acid and then 
approximated the peritoneal coverings as well as possible over the 
side of the tube and over the rest of this raw surface, and the patient 
is to-day enjoying the very best of health. The drainage was not 
through the abdominal wall, but through the dilated tube rem- 
nant into the uterine canal, a perfectly natural route for this par- 
ticular case at least, and the results w^ere as good as could be ex- 
pected from any kind of drainage; in fact, the results were 
almost perfect. 

I know further that many abscesses of this character can be and 
are drained successfully by some of our own Fellows, Drs. Byford, 
Watkins and F. H. Martin, to my certain knowledge, drain 
them so that uteri that might be removed by others are thereby 
preserved to their credit, and to the satisfaction as well as to the 
benefit of the patient. 
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I consider the operative procedures of my friend Watkins worthy 
of imitation. He saves not only all uteri possible, but also every 
portion of a healthy ovary possible. To-day I had the pleasure of 
examining a specimen of double pyosalpinx and a left ovarian ab- 
scess which he had just removed. On the right side the inflam- 
matory action was so bad that it involved the appendix, necessitat- 
ing its removal. Notwithstanding this fact, he preserved her right 
ovary, although it was necessary to puncture a number of cysts in it. 
He does this to preserve ovulation and menstruation. 

To justify me in the remark "that the adhesions formed around 
packings for drainage frequently clear up entirely," I recall a very 
bad case of suppurative appendicitis, where nothing could be done 
but to simply incise and drain. A hernia subsequently followed, 
and during the operation for its removal, a very large mass of ad- 
hesions were easily seen, involving the intestines. The first hernio- 
tomy failed; a second one became necessary, when, to our surprise, 
all adhesions had entirely disappeared, and the intestines lay beau- 
tifully in the pelvis without an adhesion. The adhesions had been 
absorbed without an effort on our part to remove them. 

Dr. Ferguson (in closing): Iwish to draw attention to one or 
two points. In the first place, I think in our plea for retention of 
the uterus we have the best of the argument. Dr. Henrotin has 
told us that he only removes the uterus in cases where there is a 
great deal of suppuration. Dr. Binkley is also with us, although 
he says he has had a success of 100 per cent, in fifteen cases of hys- 
terectomy after salpingo-oophorectomy. I do not doubt it, yet at 
the same time, it is positively wrong to base one's percent- 
age of recoveries on a few cases. Some time since I did a pylo- 
rectomy for carcinoma of the pylorus, and the patient re- 
covered. It would be unjust for me to draw many con- 
clusions from that one case. I believe in Germany the percentage 
of recoveries is not allowed to go into print unless the surgeon has 
operated on one hundred cases. Dr. Henrotin presents a strong 
argument in favor of secondary hysterectomy, but not primary. 
Secondary hysterectomy may be done, not for pyogenic infection, 
but for myoma of the uterus, as in the case presented here. So in 
all of the cases where secondary extirpation of the uterus is per- 
formed, it may be done for something else. The position I take is 
that primary amputation of the uterus for septic pelvic disease 
should not be frequently done, that is, not nearly in 50 per cent, 
of the cases where the appendages are removed, as our subject for 
this evening's discussion proposes. 
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I am sorry Dr. Senn has left the room. His remarks were as- 
tonishing to me. He comes before this learned society with a 
cold shower bath by saying all our remarks this evening have been 
irrelevant, and yet he takes up this important question almost word 
for word and discusses it. He talks about puerperal infection, 
gonorrhea, and of the pus microbes, and all this is what we have 
been talking about in connection with the uterus. These belong 
to the subject under consideration. I for one have not to stand 
such sweeping remarks as he has administered to us to-night, but 
I understand (since) that they were all intended for the speakers on 
the affirmative side of the question. 

Official Transactions. 

T. J. Watkins, Editor of Society. 
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MEDICAL THERAPY OF THE FEMALE GENITAL 

TRACT.* 

By O. B. Will, Peoria, Illinois. 

In choosing the topic on which I have the honor to present some 
considerations this evening, in response to your kindly recognition,. 
I have not been unmindful of the high position and technical char- 
acter" of your organization. It has occurred to me, however, that 
it would be more opportune to deal with possibly lighter matters- 
involving somewhat extensive personal experience, rather than 
with those of less widespread, even if of fnore advanced applicabil- 
ity. I therefore beg to express the hope that what I say may not 
be altogether without value, and that much light may be, by discus- 
sion, shed upon the points I shall touch, and such as will prove of 
great service to that larger body of practitioners whose acts are 
steadily governed by your dictum. 

There certainly is a medical side to gynaecology, and in the 
therapy of the female genital tract medical resources have played 
and must continue to play an important part. As the disorders to- 
which these are applicable are usually the result of infection from 
pathogenic germs, and under any and all circumstances accompan- 
ied by vascular engorgement, if not stasis, more or less general and 
severe, with hyperplastic activity of varying extent and greater or 
less pain, it becomes necessary to select agents for the accomplish- 
ment, as nearly as may be, of the following objects, which seem 
legitimately to govern in all local therapy, viz.: depletion, anaes- 
thesia, antisepsis, resorption and reconstruction. 

In considering the medical means for the application of these 
principles, and accomplishment of these purposes, I think I can- 
not do better than to take up seriatim those of most typical and ac-^ 
tive character now before the profession, and analyze their virtues, 
in the light of personal experience and observation, as well as that 
of other observers whose attention has been critically assigned to 
the several phases of the subject. 

In this recital I shall apply the methods and principles incul- 
cated to the vaginal and uterine sections of the tract, in the order 
named, noting subsequently the exceptions or differences neces- 
sary in connection with other features of the individual parts. 

Taking up, then, briefly, the immediate objects sought, in ap- 

* Read. For Discussion, s^t page 213. 
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proximate order, we ask ourselves what we mean by depletion, in 
this connection, and how can it be accomplished. Under states of 
engorgement of the pelvic viscera, especially the uterus and imme- 
diately adjacent tissues, in which the vessels are distended to their 
fullest capacity with their peculiar fluid contents, it seems necessary 
to deplete in some way, but it seems equally advisable, under our 
present pathologic and histogenic knowledge, to question the legiti- 
macy of abstracting the serum, or fluid alone from them and thus 
furthering an accumulation and condensation of the more solid, 
organic constituents. Certainly a more formidable barrier to nor- 
mal nutritive changes and tissue metamorphosis could not seem- 
ingly well be established. The healthy nutritive activities demand 
a rapidly moving, yet fluid, as the abnormal requires a sluggish, cir- 
culation. Any act that lessens the fluid and increases the solid 
constituents of the circulating medium, above the normal stan- 
dard, places in jeopardy the functional well-being of any organ or 
tissue. And yet that is exactly what is being done every day, all 
over the country, by the use of the conventional boroglycerid and 
glycerine tamponade of the vagina. I was many years ago pre- 
cipitated into this quagmire of theraipeutics, together with the ma- 
jority of practitioners, where I remained until rescued by a careful 
investigation of phenomena and results. Although a marked sense 
of comfort is speedily imported by such treatment in cases of inflam- 
mation, and independent, active or passive congestion of the uterus 
and adjacent tissues, the relief obtained is only temporary, the con- 
ditions subsequently becoming even more aggravated and obsti- 
nate, excepting, possibly, in oedema of the mucous membrane and 
immediately underlying tissues of the vagina. If we stop to phil- 
osophically and clinically consider the pathological conditions, in 
relation to these salient features of this routine treatment we shall 
find our efforts valuably repaid in the correction of a flagrant ther- 
apeutic error. No system or method of depletion through the mu- 
cous membrane of the genital tract, excepting one of those involv- 
ing the periodical abstraction of blood, such as systematic vene- 
secretion, or the application of leaches, can accomplish the purpose of 
relief from vascular congestion without a detention of those ele- 
ments which, more jthan all others under the circumstances, make 
for obstruction and destruction. This is a fact that we dare not 
overlook in the biology of tissue change and the economy of restor- 
ation. 

As compared with the foregoing popular method, we have, in 
the use of the time-honored hot douche a much more rational and 
meritorious procedure, and one perfectly in consonance with the 
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edicts of modern pathology and histology. By the action of the 
penetrating, moist heat upon the vaso-motor nervous system, as 
well as directly upon the tissues themselves, the blood is driven 
either backward or onward into receptacles of larger calibre, and 
where it becomes more amenable to the general circulatory forces of 
the system, and where it can better maintain its integrity and vital 
force. We are all aware of the constant value of heat, especially 
moist heat, in all classes of inflammation and congestion, wherever 
located, and in the therapy of the female genital tract is use de- 
serves a position second to none other. But here arises the ever- 
important question of how as well as what. How to best apply this 
agent, and the answer to that question means much in results. The 
vaginal and uterine tracts are the avenue; the best means are a 
fountain syringe and sterilized water. But there are other things 
governing its administration for utility in the highest degree. The 
first consideration is the patient's immediate position, and second 
the time occupied. The use of a hot vaginal irrigation while sqat- 
ting over a vessel is practically worthless. Such position is a most 
unfavorable one, in that gravity alone, without the inevitable aid of 
the patient's muscular efforts is sufficient to force the pelvic and 
abdominal contents downward, choking up the outlet and mechan- 
ically obstructing the circulation, the very thing that should be by all 
means avoided. 

The most philosophic and practically efiective positions for such 
are the exaggerated lateral and knee-elbow, the former being readily 
applicable, without discomfort, on a couch, with the aid of a Kelly 
pad, and the latter with scarcely more discomfort and annoyance in 
an ordinary bath-tub. In the assumption of either of these posi- 
tions, if the patient be properly instructed as to the intent, the ab- 
dominal pressure is of course removed, the pelvic organs elevated, 
and the penetrability and efficiency of the heat in emptying the local 
circulatory system enhanced many fold. In fact, there seems to be 
no other satisfactory way of applying this most indispensable syn- 
ergistic and curative agent. After such a vaginal irrigation, given 
in small stream, and as hot as can well be borne for half an hour, the 
patient should be enjoined to maintain the recumbent posture for 
several hours, after which she may be subjected to any further local 
treatment desirable. In the event of intra-uterine irrigation being 
resorted to, as is often necessary, it should be given in the manner 
hereafter described, and should follow within eighteen hours the 
prolonged vaginal bath. A more mistaken and pernicious habit 
cannot be indulged in, than that of using the hot vaginal douche in 
the morning and then allowing the patient to be on her feet the re- 
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mainder of the day. The relaxing effect of the appHcation is such 
as to temporarily soften and weaken the tissues and supports, and 
cause them to lose their resiliency for some hours, during which, if 
the erect position is indulged in, the pelvic organs settle down, and 
when the vessels again fill, as they measurably must, their position is 
more cramped than before, and their tortuosity increased. On the 
contrary, if the recumbent posture is maintained until reaction takes 
place, the normal elasticity of the vascular and other tissues is re- 
stored, and a greater resistance offered to all morbid impulses. 
These are not merely theoretical, but tried, true and extremely 
practical facts, i am not pretending to offer them as anything 
specially new, but only in the line of an attempt to fix therapeutic 
values. These vaginal irrigations should be repeated usually as 
often as every day, and that at night, reserving the morning hour for 
local applications of other character such as intra-uterine or simpl;* 
vaginal, as the physician may think best. 

Another element of importance in securing the best results, and 
judiciously associated with this form of depletion, is the property of 
some of the salines, such as chloride of sodium. The effect of their 
solution in the water is peculiarly satisfactory and trustworthy, es- 
pecially in intra-uterine irrigation. They not only cleanse the mu- 
cous membrane of accumulated secretions, but so alter the glandular 
products as to favor and promote their rapid elimination, relieve the 
tension, and stimulate the resolvent and nutritive forces. It is al- 
most marvelous what a change is sometimes produced in that way 
by persistence, under circumstances of apparent gravity. Ihen, 
too, this action is measurably antiseptic, and the astringency exer- 
cised of such a character as not to interfere rapidly, if at all, with the 
patulousness of the emunctories. As an additional and more posi- 
tive antiseptic and germicide the mercury bichloride may be used 
alternately with the saline, and in that way I have secured the most 
excellent results in eliminating septic agents and products yet within 
the confines of the uterine mucosa. 

As has been intimated, the foregoing method of depletion is as 
applicable to the interior of the uterus as to the vagina, excepting 
that its application must be in the hands of the physician himself, or 
those of a competent nurse under his immediate supervision, and 
with a technique somewhat different. In intra-uterine therapy gly- 
cerine has no place whatever. I have never seen it applied without 
the production of a degree of pain immeasurably in excess of any 
possible benefit. The hot aseptic and antiseptic douches, however, 
are as acceptable and valuable here .as in the vagina. In relation to 
the uterine irrigation, the dorsal position of the patient seems to be 
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the only practicable one, preferably after a seance of five or ten 
minutes in the lateral or knee-elbow attitude, in order to relieve the 
tension of pressure. As a preparatory adjunct this is especially val- 
uable where the uterus itself is almost exclusively the seat of in- 
flammatory and congestive disorder. With the patient on her back 
and a valvular speculum in situ, the os uteri naturally patulous or 
rendered so artificially, a double current catheter or similarly con- 
structed uterine douche point, should be introduced up to the fun- 
dus and a stream of water, charged with the saline or antiseptic, of a 
temperature at first slightly in excess of that of the body, increasing 
to 120 degrees F., should be turned on from a fountain elevated but 
little above the plane of the patient's hips. Notwithstanding the 
ordinary sensitiveness of the uterus to injections, it is astonishing 
what a degree of toleration is thus quickly established, and how 
kindly the organ acts for a long time afterwards, rendering it doubly 
amenable to manipulation and the application of other desired 
agents. Such irrigation should be kept up steadily for at least 
twenty minutes or half an hour. 

Although the irrigations thus described are in themselves an- 
aesthetic, we are often confronted with conditions of hyperesthesia 
that absolutely prohibit manipulation of any kind. Under such cir- 
cumstances an initial local anaesthetic or anodyne is an absolute 
necessity. When such is required in the medication of the female 
genital tract, I believe there is nothing equal in efficiency to 
cocaine. A ten-per-cent. solution, painted at first upon the mucous 
membrane at the introitus vagina, gradually encroaching upon the 
interior, where it is not so much needed, will quickly enable one to 
introduce the necessary instruments, and the patient to assume the 
relaxed condition desired as preparatory to efficient vaginal irriga- 
tion. Also, if a little of the same solution be injected into the cavity 
of the uterus it will prevent the disagreeable influence of the first 
impact of the irrigating stream on the interior of that organ, as also 
the mechanical irritation of the irrigator itself. In that way is met 
one of the very first and most important requirements in the direc- 
tion of conserving local vital energy. Nothing so tends to an in- 
creased friction of discordant elements as nervous irritation and 
pain, and it becomes necessary under all forms of medication to 
provide as nearly as possible against this ever present contingency. 

Now, I have dwelt thus fully on the foregoing methods of me- 
dicinal depletion, for the reason that they constitute the classic 
vaginal therapeutic douche of the general profession, and so clearly 
embody, probably, all of medicinal virtue in a certain sphere that 
their merits and demerits should be placed under the most rigid 
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scrutiny of those who have opportunity to study and know them 
best. 

In further consideration of medication by the vaginal route, it is 
not possible for me, even if I would, to refer in detail to the prover- 
bial thousand and one things that have been utilized for that pur- 
pose. They have been almost co-extensive with our Materia 
Medica. A few, however, as tamponade and douching (with which 
they are largely associated) stand out prominently to view, and 
challenge, so to speak, the notice and criticism of the profession. It 
is a few of these, typical in therapeutic character, that I wish to 
further consider. 

It seems to me a perfectly legitimate and altogether commend- 
able ambition to follow in this branch of medicine the trend of the 
nineteenth century advancement, in utilizing chemical, or chemico- 
vital elements and products, together with other dynamic influences, 
in a way to elicit if possible the natural self-defending activities of 
the organism, which unquestionably constitutes the true, rational 
medical therapy. That ideal, in which medicaments so act upon 
the nutritive, resolvent and constructive forces as to change their 
character and course from morbid into normal channels, without 
abrupt and violent, not to say destructive, interruption of the vital 
processes. But, with the few recognized agents of that class at our 
command have we even measurably reached that point in local medi- 
cation? As to resolvents and absorptives, specifically speaking, we 
seem to have the nearest approach in the equally conventional and 
routine iodine and ichthyol. But what have they ever accomplished, 
and what can they be depended upon to do in this line in the therapy 
of the female genital tract? Used as the former generally is, it has 
in my observation accomplished but little if any good. Its repu- 
tation seems to have been based largely upon its well-known con- 
stitutional alterative influence. In the first place, the form in which 
it is applied is decidedly faulty, and handicaps any beneficial effect 
in the line proposed. The tincture usually used is almost useless 
for any purpose other than as a superficial stimulant and irritant, 
and when very strong as a light cauterant, suppressing exuberant 
granulations or superficial exudate. It is not soluble enough to be 
taken up by the adjacent fluids, percolated into the tissues, and 
placed so as to act in any specific way as a resolvent, and yet it is 
constantly applied with that end in view. It is a fact that the alco- 
holic element quickly evaporates and the iodine, in a metallic state, 
is precipitated upon the surface to which it is applied, thereby 
becoming absolutely inert and helpless, waiting to be cast 
off by exfoliation of the epithelium or adventitious exudate. To 
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be of any influence in the way and for the purpose contemplated, it 
seems but reasonable that this drug should be in aqueous solution, 
so that the absorbents, or tissues themselves by endosmotic action, 
can take it up and give it a chance to exert the alterative influence 
for which it is given credit, upon the deeper strata. Applied in such 
way, after a period of depletion, I believe it to be of great activity 
and value in inducing healthy, resolvent tissue change, by entering 
into and modifying the cell constituency in a way perhaps similar to 
the action of mercury in syphilis, or even that ,of the drug in ques- 
tion itself in certain phases of the same disorder. The unquestioned 
value of iodide of potassium in hyperplastic conditions, when con- 
veyed into the tissues by the electro-endosmotic force, is due no 
doubt to the direct contact of the readily-soluble form of the iodine 
with the affected tissue. 

Ichthyol is about the only other agent popularized in this line; 
especially instigated by the Germans. But how seriously the man- 
ner of using it in this country interferes with what true medicinal 
value it does possess ! Certainly is it applied with no sense of proper 
therapeutic adjudication. In and of itself an agent of peculiar and 
intense penetrability and synergistic activity, it is usually mixed 
with glycerine, and at once, without due preparation, applied on 
tampdns to the vaginal vault, with the false notion that it is thus in 
combination with its proper therapeutic companion. It is true that 
benefit is more or less constantly derived from it in that way, but it 
is rather in spite of than in consequence of the unholy alliance into 
which it has been forced. Used preferably pure, or in strong 
aqueous solution, in contact with a surface properly prepared for it 
by fair depletion and the removal of viscid secretions, it becomes, in 
both vagina and uterus, what it is destined to be used as, one of the 
most, if not the most, powerful resolvent agents and satisfactory 
anodynes and antiseptics that we possess, and one that will accom- 
plish more in the reduction of inflammatory and congestive, not to 
say neurotic, pelvic disorders, than we at the present time probably 
apprehend. I can, from extensive personal experience, find noth- 
ing but confirmation of all that has been claimed for this remedy in 
the direction indicated, and I have no doubt that further investiga- 
tion will reveal a valuable field for its application in some of the in- 
tricate affections of the local nervous system, over which it seems to 
exert at times a peculiar and gratifying soothing influence. 

Having come to this point, I hesitate, knowing full well that I 
am about to tread upon dangerous ground. We all realize the fact 
that we have often to deal with surface and underlying tissues the 
seats of infection and its consequences, of long standing, with inter- 
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stitial changes of grave and obstinate character, sometimes extend- 
ing much beyond the confines of the mucous membrane. These in- 
fections differ, as we all know, in nature and virulency, the uses and 
abuses of the genital organs rendering them specially liable to 
affliction of the kind. I have elsewhere (Detroit "Medical Age," Jan. 
10, 1894, also "Sajous' Annual," Vol. 2, 1895), recorded some original 
investigations into the bacteriology of the female genital tract, and 
my conviction is, that by far the larger proportion of severe and ex- 
tensive chronic inflammatory affections of the pelvic organs are due 
to gonorrhoea. Nevertheless, even the normal bacterial organisms 
of the cervical region may become pathogenic under certain cir- 
cumstances. Whether that be so or not, the fact remains that there 
are conditions of inflammation and tissue change, of variable type, 
characterized by the presence and influence of infective elements so 
virulent, tenacious and veritably parasitic in character as to demand 
measures more intense in character and activity than those usually 
applicable in cases of simple inflammatory and superficially exuda- 
tive disorder. At this point more strongly than elsewhere occurs a 
divergence of views. The man with the surgical bias wants to 
scrape, pack and drain. The man with the medical bias wants to 
cauterize. The former is confronted with the fact that no opera- 
tion of relative magnitude has been accompanied with so many 
disasters and failures. To be efficient it must be done with thor- 
oughness. To do it with thoroughness is now discovered to mean 
much in the way of exposure to further infection from interstitial in- 
fective nuclei. To pack is to retain elements of discord. Cauteriza- 
tion remains ofttimes practically the only alternative for protection, 
and is made to follow the surgical effort. The conservatively, or 
rather medically, inclined practitioner seeks to accomplish the same 
purpose by a repetition of the cauterant or escharotic. 

I am now fully convinced that, barring the presence of fungosi- 
ties and irregular growths, the method of cauterization is often the 
more satisfactory in the management of intra-uterine inflammatory 
and hypertrophic conditions, from whatever cause. Of recent yeais 
the profession has been the unwilling witness of the value of these 
agents as applied under the stress of public demand. The country 
IS to-day flooded with, and the profession and women generally be- 
sieged by, the peddlers of scores of kinds or makes of wafers, cap- 
sules and tablets, consisting mostly of some powerful cauterant and 
astringent, masked under the protecting care of anodynes and anti- 
septics, to be introduced into the genital tract in all cases of pre- 
sumed "ulceration," inflammation, catarrh, etc. The repetition of 
their use, with the synergistic influence of alternating hot baths and 
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irrigations, has unquestionably served to accomplish much in a 
curative way, and serves to teach us, as we have been taught before, 
the real position which should be given to the class of agents to 
which these bastard preparations owe their virtue. The acute ob- 
server can readily see not only the value but the rationale of this 
procedure. It is in just the class of cases not amenable to the 
milder measures that this form of treatment gives its most brilliant 
results. The cauterant, under the influence of the associated ano- 
dyne, with comparative painlessness, removes as it promotes, 
slowly but surely, layer after layer of adventitious tissue, destroying 
not only the parasitic cell-life at once within reach, but by directing 
the vital energies of the part to the immediate locality, throws up a 
barrier of leucocytic or other protecting elements, as well as fur- 
nishes at the same time a kind of depletion that really depletes, in 
that it carries away, through application after application and exu- 
date after exudate, not only serum, but the surplus cellular elements, 
and with them the abnormal organisms with which they are in- 
fected, and which have been thus drawn into this vortex of patho- 
genic turmoil. No one is yet able to define the occult influences at 
work in cell formation and activity, as, for instance, in the epithelial 
proliferation and infiltration of carcinoma, and form and feature are 
not always in evidence, even as for or against morbid action. There 
are no doubt many vicious tendencies in cell life that we are not able 
to recognize in any other way than through disordered function. 
Aberrations in intimate structural development are yet beyond our 
ken, and in many cases of uterine disease associated with inflam- 
matory complications I am convinced that such is the case, and 
that when we act upon the overshadowing principle of antisepsis, 
either by surgical extirpation, or the medical inveiglement and de- 
struction, as applied to the adventitious formations, we are acting 
with equal justice, and in harmony with the best interests of the 
patient. I am compelled to admit my full conviction, after many 
trials and observations, that if as much attention were given to ob- 
taining an accurate knowledge of the nature and use of cauterants, 
or escharotics, as is and has been given to the development of surgi- 
cal procedures and technique, we would to-day be in the possession 
of means and advantages that we do not now have, and such as 
would revolutidnize gynaecological practice. For the very reason 
that such objects have not been definitely and systematically pur- 
sued in the light of modern pathology and hystogenesis, no authori- 
tative decision has yet been reached respecting the most desirable 
form of cauterant for the purposes described. I suspect that when 
it is decided upon, it will be in the nature of a mixture or compound 
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of some two or more of the at present well-known chemicals, but 
that, as in the case of surgery, their effective application must in- 
volve the expert and artistic personality of the operator. As for my- 
self, I have found infinite satisfaction in the milder cases in the use 
of saturated solution of permanganate of potash, applied with a 
swab, and in those of more earnest type by the use of the zinc sul- 
phate, reinforced, if need be, by a small percentage of the zinc chlo- 
ride. This combination, in proportion suitable to the result desired, 
all the way from simple removal of the epithelial coat to extirpa- 
tion of a bed of hypertrophied and extraneous tissue, can be applied 
in aqeous solution to the interior of the uterus, for example, where 
the action is most needed, protecting fully the cervical canal by the 
introduction into it of a pledget of cotton covered with an ointment 
of bicarbonate of soda in vaseline, or may be rubbed up in oil and 
then applied, thus wonderfully modifying not only the intensity but 
also the rapidity and character of its action. In this way a beauti- 
ful and satisfactory result may be obtained in the most formidable 
cases, if the depleting influence of hot irrigations has been resorted 
to and continued, which so prepares the parts as to measurably 
form a line of physiological demarkation to which the cauterant 
seems largely to limit its action. 

Now, whether it be an evidence of weakness or of strength, I 
am willing to put myself on record as an advocate of the intelligent 
and thoughtful use of caustics in the treatment of a certain line of 
maladies afflicting the female genital tract. Located as I have been, 
it has become an imperative duty to, if possible, adopt and devise 
ways and means other than radically surgical for cure of many of 
the affections of the kind referred to, and I have become fascinated 
with the effort and its results. While I have not had the oppor- 
tunity of much observation post-mortem, or after hysterectomy in 
cases with a clear history of cauterization, and do not know exactly 
what is the relative anatomical difference in the subsequently- 
formed endometrium, if any, I have watched as closely as it seems 
to me any one could, and have never found any more evidence of 
functional disturbance of any kind after the judicious use of caus- 
tics, than after surgical procedure. . 

In conclusion: The strictly professional and personal attention 
necessarily involved in the course of treatment herein outlined is the 
only objection to it that can, it seems to me, be properly urged. 
That objection must necessarily continue to obtain. In the light, 
however, of its peculiar efficiency in restoring health and maintain- 
ing integrity of function, there would seem to be no thoroughly jus- 
tifiable reason for rejecting its widespread application, excepting in 
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the case of dependents on the charity of the profession and the pub- 
lic. I have personally conducted a large number of cases through 
this course of treatment, overseeing all details, and although it can 
best be accomplished in hospital, it can be effectively done outside, 
with the intelligent co-operation of the patient, and with the most 
surprising results in the way of acquiescence on the part of the 
organism and restoration of health. Strict attention to detail 
throughout is as necessary, especially in connection with intra-uter- 
ine applications, in this course of treatment as in that involving 
careful surgical technique, and the result equally representative of 
the care bestowed. 



THE ABUSE OF TOPICAL APPLICATIONS TO THE 
ENDOMETRIUM.* 

By Samuel L. Weber, M.D., Chicago. 

I have been led to write this paper by observation that I have 
frequently made of cases of severe tubal infection following applica- 
tions to the endometrium. Salpingitis, pyosalpinx, pelvic peritonitis 
and adhesions are of very frequent occurrence. I have read 
all works on pathology, that have been accessible to me, writ- 
ten prior to i860. Before that date gynaecology was hardly a spe- 
cialty, and topical applications to the uterus were hardly known and 
made. Although nearly all of these older works record the exist- 
ence of inflammatory lesions of the uterine adnexa and of the pelvic 
peritoneum, yet but brief accounts of these is made, and the brevity 
and lack of emphasis plainly indicate that these were considered rare 
lesions. Only one, Rokitansky, gives a good and sufficiently de- 
tailed account of such lesions; and even in his book one plainly 
gathers that these are mostly of post-puerperal of septic origin. The 
enormous frequency of these lesions as they occur now, could not 
have existed at that time or they would have been described with 
greater detail and emphasis. 

It is true that the much more frequent practice of criminal abor- 
tion of late years accounts for some of the increase in the number of 
cases of disease of the uterine annexa ; but, how many of these cases 
are the direct result of intra-uterine medication? Gonorrhoea was 
as frequent then as now. Has not gynaecology caused as much suf- 
fering to women as it has relieved ? I am well aware that intrauter- 

* Read. For Discussion, s^t page 213. 
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ine medication is not practiced as much now as it was ten and 
twenty years ago. Is it not practiced too much now? I think it is, 
and even by well-educated and well-trained gynaecologists. 

The trouble is that we know so little as yet about the exact eti- 
ology of endometritis. Recent bacteriological work has shed much 
light upon the subject. More exact clinical work has shed still 
more. Most of it, however, is yet in the dark. Classification of the 
various forms of uterine infection is still indefinite and very unsatis- 
factory, as witness various recent works and various recent papers 
read in this and in other prominent gynaecological associations. I 
think we must consider, to-day, all forms of endometritis as septic; 
that is, the lesion or lesions present are caused by or in some cases 
maintained and intensified by bacteria. This is true of inflamma- 
tions, acute or chronic, of any mucous membrane. Although proven 
in only a certain number of cases, the bacterial origin of inflamma- 
tions of all mucous membranes, including the endometrium (ex- 
cept certain cases due to chemical insults) must be assumed in order 
to conform to the teachings of modern pathology. 

A classification of the various forms of endometritis, which, 
though crude and unsatisfactory, but sufficient for the purpose of 
this paper, is the following: Acute septic y following labor, abortions 
and uncleanly operations within the uterine cavity. Chronic septic — 
an indefinite group, including cases succeeding the acute stage of 
acute septic, cases due to retention of fragments of placental or de- 
cidual tissue, and cases of endometritis caused and maintained by 
large infected lacerations of the cervix. 

Acute gonorrhcoal; chronic gonorrhceal, which is almost always a 
mixed infection; chronic catarrhal, a very large group, caused and 
maintained by diverse conditions. For the purpose of this paper, I 
must also consider in a separate class cases of endometritis, compli- 
cated by chronic inflammatory lesions of the tubes. Parenthetically, 
I may say, that I do not for one moment ignore that in all these 
inflammatory affections of the endometrium, the whole uterus is 
more or less involved. Tubercular, malignant and syphilitic en- 
dometritis being comparatively rare and only expressions of a 
deeper seated trouble, are not here included. 

Acute Septic Endometritis. — In competent hands this is not 
treated by topical applications, and therefore need not concern us 
for the purpose of this paper any further. Irrigations with weak 
solutions of antiseptics are not considered topical applications. 

Acute Gonorrhcoal Endometritis. — Under this heading we may con- 
sider acute, subacute, and chronic gonorrhoeal endometritis, so long 
as the infection is not a mixed one. Clinically, it is very often im- 
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possible to distinguish between the different stages, the subacute 
and the chronic inevitably following the acute. The impression pre- 
vails that in the majority of cases of gonorrhceal infection in women, 
the urethra and vulva are primarily alone involved. This is true in 
children and violated virgins. In females accustomed to coitus, it 
is the cervix which is primarily infected in the great majority of 
cases. In the large p.er cent, of the remainder the vulva and the 
uterus are infected simultaneously. If the latter is the case, the 
symptoms complained of are mostly due to the vulvar inflammation; 
the uterine infection giving much less suffering, is for the time be- 
ing overlooked, and comes into prominence only after the subsi- 
dence of the inflammation of the vulva, and is then ascribed to ex- 
tension upwards of the gonorrhceal infection. Gonorrhceal infec- 
tion of the uterus rarely gives rise to severe symptoms. Backache, 
somewhat frequent urination, fullness in the pelvic region and the 
vaginal discharge is about all that is felt by the patient — rarely a 
little fever. Extension of the gonorrhceal infection may be down- 
wards as well as upwards, and it is much more frequently down- 
wards than upwards. The cervix is the seat of primary infection in 
the majority of cases. The outflowing discharge then infects the 
vagina, Bartholin's glands and other parts of the vulva, and fre- 
quently also the urethra and rectum. The infection has meanwhile, 
in perhaps all cases, extended to the whole endometrium. 

In an untreated case, or, in a case in which only cleansing and 
palliative measures are employed, how frequent is extension of the 
infection into the tubes? I believe such extension, in the sense of a 
gonococcus infection is rare. I do believe, however, that in all cases 
in which the whole endometrium is infected by gonorrhoea and the 
infection is an acute one, the fallopian tubes are affected, and af- 
fected right from the beginning. Whether this primary tubal 
affection is gonorrhocal or is merely a congestion, is still a question. 
In the male we have an analogous condition. In acute anterior 
urethritis, if severe, there is a congestion of the posterior urethra. 
Post-mortem bacteriological examinations of either conditions are 
not at hand, as the disease is not a fatal one. 

We have» then, in acute gonorrhceal endometritis, a gonorrhceal 
infection of the whole endometrium, with more or less congestion 
of the tubes. In a few cases the symptoms are severe enough to 
keep the patient in bed. In the majority of cases the disease is, as 
far as the symptoms are concerned, subacute or chronic from the 
beginning, the patient not confined to bed. It is in the ambulatory 
cases in this class of endometritis that the treatment attempted by 
the vast majority of physicians is by means of topical applications, 
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and it is especially in gonorrhoea! endometritis that, in my opinion, 
so much harm is done by this method of treatment. 

One moment to a consideration of the medicaments which are 
used for topical application. The list is a long one. The promi- 
nent ones are chloride of zinc, carbolic acid, iodine, iodized phenol, 
nitrate of silver, bichloride of mercury, persulphate of iron, tannin 
and iodoform. These medicaments are currently divided as caus- 
tics, antiseptics, astringents and alteratives. Now taking into con- 
sideration that all forms of endometritis are bacterial diseases, that 
especially in the gonorrhoea! and septic cases, which comprise the 
large majority of cases treated, the bacteria are the sole inciting 
and maintaining cause of the inflammation, and bearing in mind the 
histological structure of the endometrium and the consequent thick- 
ness of tissue invaded by the bacteria — taking into consideration 
these pathological facts, it is wholly inconceivable how any action can 
be expected from these drugs except an antiseptic one. All topical 
applications to inflamed tissue, if they are to have any curative value, 
must have it by virtue of an antiseptic action. This is further true of 
all remedies for infectious diseases. A remedy in an infectious dis- 
ease must do one of two things: it must either destroy the causative 
micro-organisms, or it must sustain or strengthen the resistant 
power of the tissues. All of the remedies used as intrauterine appli- 
cations are strong, irritant, and caustic chemicals. Hence they can- 
not and do not assist the defensive powers of the uterus. They can 
act then only as antiseptics, and as antiseptics we must consider 
them all, even applications of strong chloride of zinc, which de- 
stroys the tissues together with the bacteria, something like burn- 
ing down a house to destroy the vermin which infest it. We must 
consider them, however, not only as antiseptics, doing good as anti- 
septics, but also as irritants, doing harm to the tissues; that is, low- 
ering their vitality and hence their resistant power, in so far as they 
are irritants. The question as to their utiHty then resolves itself 
into this : do they do more harm than good or more good than 
harm? They must do much more good than harm to be of use in 
curing the endometritis. If they do as much harm as good they are 
useless, and if more harm than good they are a positive injury and 
aid the bacteria in their ravages. Recalling again the etiology of 
the diseases under consideration and the thickness of the tissue in- 
vaded by the gonococci, it must become apparent that a surface ap- 
plication of these irritant and caustic antiseptics (none of them hav- 
ing a penetrating power beyond their caustic zone) cannot reach 
and destroy the bacteria in the depths of the tissue. 

We are, then, by making applications of these medicaments in 
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gonorrhoeal endometritis only adding injury to injury, lowering 
more and more the resistant powers of the tissue in the toils of the 
gonococci and their toxines. No wonder that a rapid extension of 
the disease takes place so frequently in gonorrhoeal endometritis 
treated by topical applications. Remembering also that a conges- 
tion of the tubes is already present, inviting and facilitating the ex- 
tension of the gonorrhoeal infection into them by continuity, I 
firmly believe that a very large percentage of salpingitis and pyosal- 
pinx are the result of treatment of the pre-existing gonorrhoeal en- 
dometritis by applications of the commonly-used medicaments. 

The following is furthermore an ever-present danger: An un- 
meddled recent gonorrhoeal endometritis is a pure gonococcus 
affection. The manipulation of making topical applications intro- 
duces almost invariably other bacteria, producing a mixed infection. 
The application is scarcely ever made in a perfectly aseptic manner. 
The conversion of a pure gonococcus infection into a mixed infec- 
tion changes at once the potentialities of the trouble. If the gonor- 
rhoeal endometritis was acute in severity as well as in time, the 
mixed endometritis produced may give rise to as severe symptoms 
as acute septic endometritis does. I have seen, it is true, such acute 
mixed endometritis occurring without any intrauterine treatment. 
Such an acute mixed-infection-gonorrhoeal endomitritis probably 
never has the potentialities of an acute septic endometritis following 
labor or abortion, for in the latter there is possibly a vaginal and 
systemic infection through the lymphatics and blood vessels, while 
in one originating from a gonorrhoeal endometritis the extension is 
confined to one of continuity; that is, into the tubes and thence to 
the pelvic peritoneuma. It is these secondarily-infected cases of 
gonorrhoeal endometritis, which give us our worst cases of pelvic 
abscesses and adhesions. 

Before dismissing this brief outline of the possibilities for harm 
from local treatment of acute gonorrhoeal endometritis, I wish to say 
that there is considerable analogy between acute gonorrhoeal endo- 
metritis and acute anterior urethritis in the male. In both, inju- 
dicious local treatment causes an extension of the infection ; salpin- 
gitis, etc., on one hand, and posterior urethritis, with its possible 
further extension to the deeper portion of the prostate, to the semi- 
nal vesicles and to the epididymis, on the other hand. Without 
meddlesome local treatment neither would extend so commonly to 
these deeper parts. 

Chronic Septic Endometritis. — In this group of endometrium in- 
fections, for the same reasons as were stated under acute gonorrhoeal 
endometritis, topical applications can do but little good. None of the 
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available medicaments penetrate deeply enough to destroy the bac- 
teria. We cannot do as much harm in this class as in the above 
one, for the cocci are attenuated if the infection is chronic, and the 
tissues have recovered from the first shock of the attack by the bac- 
teria, and have now marshalled all their natural means of defence. 
An extension into the tubes or into the lymphatics is only possible 
if the application is made in a very dirty manner and the medica- 
ment chosen very inappropriate to the case. The harm that is al- 
ways done is that we are wasting time and the woman continues to 
suffer. We have in the curette and repair of the cervix, if that is 
indicated, a rapid method of terminating the trouble. The question 
of time is an important one in many cases of chronic pelvic disease 
in women. The invalid ha^it is so easily acquired by women with 
uterine troubles. Any number of neurotic and morbid women are 
' graduated out of gynaecologists* offices after taking a course of 
"treatments" for their womb. We cannot be too careful about this. 
It behooves a physician to cure his gynaecological patients as rap- 
idly as possible. All tedious plans of treatment of pelvic diseases 
jeopardize the mental balance of the patient, just as chronic pelvic 
diseases themselves do. 

Chronic Gonorrhceal Endometritis. — If the gonorrhceal endo- 
metritis has existed for some time, it has become a mixed infection. 
Further, just as in the last-described form, the gonococci and the 
other bacteria have become attenuated and the tissues have rallied,, 
and are making an effort to destroy the bacteria, and have at least 
succeeded in checking the extension of their ravages. Topical 
applications in this class of cases are also wholly ineffectual to de- 
stroy the micro-organisms for lack of sufficient penetrating power to 
act on the bacteria in the depths of the tissue involved. The irri- 
tant medicament may, however, depress the vitality of the endo- 
metrium so as to make it again a sufficiently good medium for the 
gonococci, which will then regain their virulence. We thereby may 
convert a chronic gonorrhceal endometritis into an acute one. The 
acute gonorrhceal endometritis so produced (acute as to possibility 
of extension of the infection), we must bear in mind, is an acute 
mixed infective one. The gonococci infect the tubes and the other 
bacteria follow. In this group of endometritis we may in this way, 
by topical applications, produce severe cases of pyosalpinx and pel- 
vic inflammations. The treatment commonly pursued in chronic 
gonorrhoea! endometritis is by topical applications, and a very large 
number of pyosalpinx cases are thereby made. 

Although the scope of this paper does not include the treatment 
of endometritis, yet I wish to say that in all cases of chronic en- 
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dometritis of purely bacteriological origin, curettement is the proper 
treatment. Curetting the uterus removes most of the thickness of 
the endometrium, leaving only a thin layer of the membrane behind. 
Now, following the curettement, antiseptic applications may be made 
with the expectation of penetrating the thin layer of the endo- 
metrium left, and thus reaching and destroying all the bacteria. It 
is frequently necessary to curette a case several times in compara- 
tively rapid succession, each curettement followed by several appli- 
cations of strong antiseptics, the desirable ones being such as remain 
on or in the affected tissue for some time — whence the value of iodine 
and iodoform. In all of these cases it is the antiseptic applied and 
not the currettement which is the essential factor in the treatment. 
This subject is so commonly misunderstood. 

Chronic Catarrhal Endometritis. — Under this heading may be 
brought cases of endometritis originating from diverse distant 
causes. In most of these cases the trouble began as a congestion 
of the endometrium. The congestion lowered the vitality of the 
endometrium, making it a tissue easily infected. We know that the 
cavity of a healthy uterus is sterile, and we further know that bac- 
teria of low and high grade of virulence are abundant at all times in 
the vagina and cavity of the cervix. So long as the endometrium is 
healthy no bacteria except the gonoccoccus can become parasitic in 
it. If; however, the endometrium, as in this class of cases, becomes 
congested and its vitality is thereby lowered, saprophytic and para- 
sitic micro-organisms can thrive in it, and an inflammation is set up. 
A case of congestion of the endometrium, therefore, is soon changed 
to inflammation of the endometrium — to a true endometritis — a 
catarrhal endometritis. We have, therefore, in this group, two 
causes at work, the distant one and the bacteria. A treatment con- 
fined to either cause will not cure. The distant causes are: (i) con- 
gestion of the endometrium, due to malpositions and adhesions of 
the uterus interfering with its normal circulation; (2) congestion of 
the endometrium, due to tumors of the uterus, annexa or neighbor- 
ing parts; (3) congestion of the endometrium, due to heart, kidney 
and lung diseases; (4) low^ering of the normal vitality of the en- 
dometrium by constitutional dyscrasias such as the anaemias, tuber- 
culosis, diabetes, etc.; (5) lowering of the resistant power or produc- 
tion of a congestion, due to imperfect metabolism (lithaemia) or to 
deficient excretion from the body (leucomaine poisoning in imper- 
fect intestinal digestion or deficient excretory function of the kid- 
ney). 

In all of these cases topical applications can do but little and only 
a temporary good. Harm may be done by irritating the already 
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diseased endometrium and so intensifying the degree of inflamma- 
tion. An immense amount of wasted effort is being expended in 
treating these cases by topical applications to the endometrium; a 
corresponding amount of disappointment falls to the physician and 
to the patient. The distant or predisposing causes must first be 
treated and if possible cured. After that is accomplished then the 
local condition can be treated. If the endometritis is- of mild degree, 
proper locally-applied medicaments may be effective and sufficient. 

In conclusion, it is necessary to consider as a separate group 
those cases of chronic endometritis of whatever origin, which are 
coincident with chronic salpingitis. In these cases, of course, the 
endometritis preceded the salpingitis. The endometritis was a se- 
vere one at one time. During the acute stage of the salpingitis and 
accompanying pelvic peritonitis, the symptoms of the endometritis 
were entirely masked by the very much more severe ones of the sal- 
pingitis. But now the symptoms due to the salpingitis have almost 
subsided, and those of the endometritis are demanding attention. 
Are these cases of endometritis to be treated by topical applications? 
Can topical applications do any good? May they do harm? Good 
they cannot do, for reasons already given. Harm and frequently 
very much harm can be done. The irritation and mechanical insult 
to the tissues, due to the local application, may and does intensify the 
inflammation. The already present bacteria become more virulent, 
and other virulent bacteria are inoculated in the diseased en- 
dometrium, being carried in during the application. As a result the 
endometritis becomes worse ; and, worst of all, new infective material 
is thus introduced into the inflamed tubal cavity. The salpingitis 
again becomes more or less acute. This is the explanation of many 
so-called recurrent attacks of salpingitis or recurrent attacks of pel- 
vic peritonitis, as it is commonly called. 

In this numerous class of cases all local treatment to the endo- 
metrium must be deferred until the salpingitis has subsided, and 
gives but very little trouble. Then, through curettement, followed 
by proper antiseptic applications, is the treatment of the en- 
dometriti$. 

100 State St. 
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Urethral Dilator. 




Fig. I. 

Dr. Henry T. Byford: This new dilator is all in one piece. It 
is slightly tapering, and will dilate the female urethra sufficient to 
enable one to introduce the urethral speculum or cystoscope, or 
even, if necessary, the finger. It tapers from No. 10 to No. 50 
French scale. The reason I had this model made was that I noticed 
in dilating the urethra the meatus is smaller and more resistent than 
the deeper portion. When the meatus is dilated sufficiently by a 
slightly tapering sound, the rest of the urethra, being elastic, will 
readily allow the passage of the cystoscope. 

Whalebone Ureteral Guide. 



TRUAXGRCCNE-ee. 



Fig. 2. 

This instrument is particularly useful when one is going to 
operate in the pelvic connective tissue and wants to know where the 
ureter is while operating. It is made of the proper size, and the 
point has the proper resistance. I have noticed that by first intrgduc- 
ing this ureteral guide pathological conditions in the pelvis could be 
more easily mapped out. For instance, I had a case of carcinoma 
with considerable induration beside and behind the cervix. I at 
first thought the case unfit for operation. The cervix did not, how- 
ever, seem as badly affected as it ought to be in order to cause so 



The Chicago Gyn(Bcological Society, 213 

much trouble in the parametrium. I sent the patient to the hos- 
pital and promised to do what I could. 

I introduced the ureteral searcher. It went under the broad 
ligament, and by palpation I could feel that the tubes and ovaries 
were adherent to the broad ligament entirely above the ureter, and 
easily diagnosed disease of the appendages with adhesions and ex- 
udate. The case proved to be one of pyosalpinx and carcinoma of 
the cervix without participation of the parametrium. If I had not 
tried this experiment I should not have been able to have appre- 
. ciated the decided advantage of the ureteral searcher in differentiat- 
ing between parametric and perimetric induration. The only ob- 
jection to it is that it cannot be boiled. 
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Fig. 3. Spiral Ureteral Sound. 



Here is another similar instrument. It is a flexible ureteral 
spiral sound, and is somewhat similar to the Jenks uterine spiral 
sound. It can be used for the same purposes as the whalebone 
searcher, and will easily take a curve without doing any injury to 
the ureter. It is made of steel and will stand boiling. In one case 
I left it in the ureter while I removed the uterus per vaginam. It 
showed me that I was operating very near the ureter while ligating 
the broad ligaments. 

Medical Therapy of the Female Genital Tract, 

By O; B. Will. M.D., Peoria. III. 

(See page 194.) 

The Abuse of Topical Applications to the Endometrium. 

By Samuel L. Weber, M.D. 

(See page 204.) 

Discussion. 

Dr. Henry T. Byford: I shall briefly discuss the papers from 
the standpoint of my own experience. I cannot say that all of the 
deductions drawn by the last essayist have corresponded with my 
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experience and the results of my treatment. As to septic tubal 
disease or pyosalpinx arising always from topical applications, I do 
not think it can be clearly demonstrated, because in a number of 
cases that have come under my observation— and I have had quite a 
number of cases to deal with of which I knew something about the 
history — ^the patients never had topical applications made. Several 
of the cases occurred in young girls and in women who had never 
been subject to sepsis in any way that I could determine. A great 
many cases occur in young women in which there is no history of 
infection, and we find on examination no septic germs of the kind 
referred to, in the uterus. 

With regard to the action, there are two conditions which 
should be recognized, and which were well brought out in an ex- 
cellent paper read last month by a member of the Society* We 
should make a distinction between hyperplasias and inflammations, 
giving the hyperplasias a separate position from the infections; in 
other words, we must consider them as not connected with specific 
infection, although in many cases such infection have gone before. 
It is for the purpose of curing the hyperplasia, and not sepsis, that 
we make uterine treatment in a great many cases. 

I think the condemnation of glycerine by the first essayist was 
hardly logical. We know by experience that glycerine tampons do 
afford temporary relief in some cases. With reference to the theory 
of its action, it is supposed to relieve congestion by abstracting water 
from blood vessels and tissues. The writer maintained that the 
solid constituents would be left. I have always supposed that if we 
remove the fluid from the capillaries they will contract and the cir- 
culation will go on more normally, and the more solid constituents 
of the blood will be carried into the general circulation. If there is 
venous obstruction, then the abstraction of the fluid portion might 
theoretically do harm. 

With regard to the action of hot water, I think the remarks 
were just, except that too much importance was given to it If you 
have a cold in your eye and resort to hot douches, they will relieve 
it very much. But if inflammation has lasted for any length of time, 
as uterine inflammation usually has, the hot douches will not be of 
much curative value. It does, however, afford some relief in tem- 
porary congestions and exacerbations. 

I do not believe that I have ever seen very much good from the 
application of tincture of iodine. I have seen it do good as an anti- 
septic, applied locally to the cervix, but I do not think it possesses 
the qualities claimed for it. If we have an acute infection we should 
not make strong applications. We want first of all to drain. If we 
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make local applications within a uterus that is not drained, the con- 
dition is made worse. The idea is to wash out or clean out the 
germs, and not to irritate the tissues. We should be sure that the 
cervix is properly dilated for the purpose of introducing an irrigat- 
ing tube to wash out. 

A practical point, however, in connection with the treatment of 
intra-uterine affections is that as a rule the original infection does not 
remain long. In many cases we can find no specific germs we are 
then called upon to relieve the hyperplasia that is present We 
cannot do it merely by cleaning and washing out the uterus. We 
must do something that will produce absorption of effusion, that will 
coagulate and contract the blood vessels and if necessary destroy 
some of the tissue. We get this effect from the use of astringents 
and escharotics rather than from the tincture of iodine. In a case 
of a young girl in which there is a great deal of hemorrhage it may 
be possible to curette off a sufficient amount of the substance of the 
endometrium to cure the disease. Curetting does not, however, cure 
the disease in all cases, and in such instances we may be obliged to 
use local treatment afterward. 

I have in my mind now a case of the worst kind of dys- 
menorrhoea in a young girl which lasted for years, although she had 
for a long time received the ordinary local treatment. And I take 
this opportunity to condemn the ordinary local treatment, believing 
that in nine Cases out of ten the proper treatment is not properly 
given. In this case a thorough curettage had no effect upon the dys- 
menorrhoea. After three or four months I began making local ap- 
plications twice a month of a forty-per-cent. solution of chloride of 
zinc, and she began to get better, and improved each month until 
she ceased to complain. In making local treatments I use the same 
care as for an operation. The patient takes a douche before she 
comes to the office. I swab out the cervix and fornices seven or 
eight times with a five-per-cent. solution of carbolic acid. I keep 
using it until there is no sign of turbidity of the solution, and then 
dip one of my dilating sounds into a five-per-cent. solution of car- 
bolic acid, and progressively dilate the cervix until a No. 12 or 15 
English or American sound can be introduced. I am now prepared 
to make my treatment, and I do it with extreme care. When these 
applications are made with care in cases in which there is no disease 
of the appendages, I do not see how they are going to hurt the ap- 
pendages. I had a patient with a gonorrhceal salpingitis and ovaritis 
with adhesions. There was pus in both the tube and ovary. I re- 
moved the tube and ovary. After that I kept the cervix dilated in 
the manner spoken of, and used mild applications to the endo- 
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metrium. The woman became pregnant in a year or so thereafter, 
and bore a child, and has been well since. In this case I think that 
the local applications completed the cure. 

I think that the usual objections to local treatment are applicable 
to the usual treatment made by the general practitioner, but they 
cannot be properly made to the proper treatment. 

Dr. Joseph B. Bacon: I am pleased with both of the papers 
because they treat of important points. The paper of Dr. Weber 
deals with a more acute infective process, while that of Dr. Will 
<lwells more upon chronic troubles. I have known Dr. Will for a 
long time, and know how painstaking and careful he is, and I believe 
the results that he speaks of prove it. I believe if the profession will 
try the treatment outlined by Dr. Will they will profit by it, particu- 
larly those members of the profession who do not practice asepsis 
and antisepsis. It is necessary to observe a good deal of care and 
caution in carrying out intra-uterine treatment. I began to prac- 
tice gynaecology in a country district, and it was some years before 
I made intra-uterine applications because of the danger of infection. 
At that time very few country practitioners knew how to use intra- 
uterine applications aseptically, consequently there were many cases 
of pelvic inflammation as soon as patients fell into the hands of the 
physician in the country. I did not use intra-uterine applications 
until I learned how to do so from Dr. Byford. Dr. Byford touched 
upon an important point when he said that we should see that the 
cervix was sufficiently dilated, and be sure that we establish 
thorough drainage if we make intra-uterine applications. 

I cannot agree with some of the statements made by Dr. Weber 
because they do not harmonize with my experience and practice. 
Some of the cases of pyosalpinx and of pelvic inflammation that 
have come under my care have not been treated at all. This was 
also my experience when engaged in general practice. Some of 
the worst forms of salpingitis, of pyosalpinx and periuterine inflam- 
mations with exudate had occurred without any previous treat- 
ment. Some of these cases happened in country districts, the pa- 
tients not being in the habit of using vaginal douches. My experi- 
ence covers the period since 1879, ^^ which time vaginal douches 
were not as common as they are to-day. It is only within the last 
ten years that these douches have been used with greater frequency. 

Dr. Weber's ideas with reference to the treatment of acute 
gonorrhoea are very good. The practitioner who resorts to meddle- 
some treatment will sooner or later get into trouble, and a patient is 
better off very often without any treatment. Those of us who have 
treated acute gonorrhoea in the male know that there are cases in 
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which there is a reflex spasm of the neck of the bladder. A young 
practitioner who has not had much experience or has very little 
knowledge of pathology might come to the conclusion that a stric- 
ture had formed, and the patient being unable to avoid urine on 
account of the spasm at the neck of the bladder, might go to work, 
thinking he had a stricture to deal with and pass a sound, when a 
serious form of cystitis would follow. 

Dr. C. S. Bacon: There remains one or two points to be con- 
sidered. Dr. Will has rendered us under obligations to him for pre- 
senting a subject which ought to receive consideration every year 
or two, in order that we may find out where we stand in regard to 
the use and indications of medical measures. I am, however, some- 
what in doubt as to the propriety •of the term "medical therapy" as 
applied to the local treatment of the genital organs. When reading 
the announcement of the paper I expected we should hear discussed 
the subject of medicines, such as ergot, hydrastis, etc. The restric- 
tion of the surgeon to the use of the knife or the curette, and the 
consignment of local treatment to the physician is a somewhat ques- 
tionable use of terms. I consider cauterization of the uterus or local 
application to the uterus or to the vagina a minor surgical 
procedure. 

To deny the value of the glycerine tampon, which has such a 
well recognized place in gynaecological therapeutics, I think re- 
quires a more elaborate discussion of the pathology of the uterine 
trouble, and of the method of action of the glycerine. Enlargement 
of the uterus and the congestion which increases its weight are con- 
ditions that may be due to an excessive amount of fluid not only in 
the blood vessels, but also in the lymphatics, and the glycerine may 
perhaps act also by emptying the lymphatics. The glycerine tam- 
pon also acts somewhat as a support to the uterus, lifting it up, if 
properly placed behind the cervix, where it acts as a pessary, and 
the improved position of the uterus may help to relieve the circula- 
tion and diminish the uterine congestion and size of the organ. So 
I doubt whether the theoretical objections which were raised to the 
use of glycerine tampons are sufficient to counterbalance the good 
effects found to be the result of general practice. 

The value of the douche depends very largely upon the manner 
in which it is given. The position of the patient is of extreme im- 
portance. Another detail which was not clearly specified was the 
degree of heat of the douche. Water at a temperature of 105° has 
an entirely different effect from water used at a temperature of 115^ 
This is very well illustrated in the use of hot water injections in the 
treatment of post-partum hemorrhage; while a douche of 105° is of 
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no value,- a douche of 120° is an extremelyvaluable stimulant to uter- 
ine contractions. The same thing holds true of the douche in the 
treatment of an enlarged, congested uterus or a uterus in a state of 
subinvolution following either abortion or labor. 

The advantage of the use of the curette depends to a considerable 
extent upon the details and management of the after-treatment. In 
a case of infection the curette does not remove the pathogenic 
germs; it docs not remove all the infected mucous membrane. It 
has been shown by the recent investigations of Prof. Werth that 
islands of mucous membrane remain. The curette used as an agent 
against infection, or as a measure in the treatment of uterine hyper- 
plasia, can be considered only as a preparatory measure, which is to 
be followed by the use of hot applications, caustics, or other appli- 
cations to the uterus. I believe that the failures in the use of the 
curette are very largely due to the fact that it is used alone, and is 
not followed by efficient after-treatment. 

I am disposed to emphasize the position of Dr. Weber that the 
local treatment to the interior of the uterus is often very dangerous. 
How many 'of the semi-professional gynaecologists consider it neces- 
sary to sterilize the sound and the speculum after treating one pa- 
tient before treating jmother? How many have facilities for doing 
that? How many have a sterilizing apparatus where the instru- 
ments can be at once boiled after one patient is treated before treat- I 
ing another? Very few, and the result is one patient is infected by 1 
the instruments used in the treatment of the preceding patient. I 
believe Dr. Weber approaches this subject in a right way by con- 
sidering each kind of infection definitely, as well as its treatment, not 
speaking in general of the treatment of uterine inflammation or of 
uterine treatment, but of acute gonorrhoeal infection, of chronic 
streptococcus infection, etc. 

One point should always be emphasized in such a discussion as 
this, because it is not frequently considered, namely, the necessity 
of a bacteriological examination to determine the presence of 
gonorrhoeal infection, as well as the progress of the treatment. The 
ease with which such examinations can be practically made, as well 
as their importance, is so great that they should always be carried 
out. 

Dr. M. L. Harris: My experience in topical applications to the 
interior of the uterus is not very extensive, and my remarks will 
emanate largely from a general surgical point of view. We must all 
admit that the inflammations spoken of here to-night are due to 
the presence and growth of pathogenic microbes. If there is one 
point toward which modern scientific investigations inevitably lead 



\ 



The Chicago Gyncpcological Society, • 219 

us, it is to the fact that we must depend absolutely upon the vital 
action of the living cells to overcome the invasion of all microbes. 
The study of immunity, of serum therapy, of asepsis and antisepsis 
in surgery inevitably leads to this conclusion. This being a fact, 
anything which destroys the vitality of the cells, whose duty it is to 
overcome infection at the time, must absolutely do harm. This fact 
was recognized long before it was formulated into a law by the most 
experienced teachers when they stated that in acute inflammations 
we should omit the topical application of anything which might act 
as an irritant. It has been said that in cases of acute gonorrhoea 
we should use no injections because they are destructive to the cells 
whose activity should be increased instead of diminished. There 
has been no dissenting voice on this point to-night, so far as I have 
heard. The reason is, we have as yet no germicide which' we can 
apply topically that does not have a harmful effect upon the cells, 
consequently the germicide failing to come in contact with and de- 
stroy all the microbes, destroys the cells, and the result is disastrous. 
We have a forcible illustration of this in the recent remedy brought 
forth for the cure of gonorrhoea, argonin. Two valuable points are 
spoken of regarding this remedy. First, it is a non-irritant; second, 
it has a germicidal effect upon the gonococcus. That is why the 
results in the acute stage have been so favorable. And it is likewise 
known that after the acute stage is over argonin has but little effect 
because the gonococcus is now beyond its reach. I think that the 
routine use of topical applications is more harmful than good. I 
gather from the remarks of Dr. Byford that he had in mind, when 
he said he would not attempt to explain certain points, that we must 
<lepend upon the vitality of the living cells to overcome the infection 
and not upon the topical applications. Am I right ? 

Dr. Byford: Yes. 

Dr. Harris: This is a fact which is being impressed upon us 
more and more every day, and it is the line upon which we must 
work to obtain the best and most beneficial results. Not to act by 
agents which destroy the cells, but by agents which increase the ac- 
tivity of the cells in the particular line of overcoming and destroy- 
ing invading microbes. 

For these reasons I think the paper by the second essayist, Dr. 
AVeber, contains much the greater germ of truth. 

Dr. John T. Binkley, Jr.: The results obtained by Dr. Byford 
are, I know, superior to those obtained by the average practitioner. 
Dr. Byford observes every little detail in connection with his work. 
He is most painstaking and careful, so much so that I do not be- 
lieve many practitioners carry out details to the letter as he docs. I 
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believe this to be true after having observed his work as well as that 
of others. Dr. Byford is extremely painstaking in preparation for 
local applications. He thoroughly disinfects the vagina, as he says, 
always with a five-per-cent. solution of carbolic acid. This he did 
when I first became acquainted with his methods, and I presume he 
has improved upon them since then. Thorough disinfection of the 
vagina is followed by careful disinfection and dilatation of the cervix 
w^ith graduated sounds, so that he has prepared a clean field for 
making his applications in a scientific and skilful manner. 

There were one or two points brought out in Dr. Will's paper 
that I would criticise. I do not understand how Dr. Will knows 
he gets this physiological line of demarkation after the application 
of strong chloride of zinc solutions. He referred to several cases 
which he treated, but I failed to hear him say w^hat kind of cases. I 
presume he referred to cases of various forms of endometritis. We 
frequently arrive at our conclusions and make our deductions by 
analogy. 

Dr. Will's description of hot water applications is to my mind an 
excellent point, and I am thoroughly convinced of their efficacy. A 
case in point. Recently a farmer, while working in a planing mill, 
sustained an injury of the hand. The hand was badly mangled. He 
was brought to my hospital, and the middle of the hand, three 
fingers and the extensor tendons were all laid bare. The hand was 
enormously swollen. Hot applications to the hand in a compara- 
tively short time produced absorption of the deposit, and nothing 
but hot applications cured the hand. The man*s hand was tempo- 
rarily dressed at the time of the injury by a physician near by with- 
out cleansing it, although the physician had used iodoform freely 
all over the hand, and the wounds were covered up so that there was 
no drainage. The hand w^as very dirty. Before resorting to hot 
applications the hand was scrubbed. 

Not long since I had a case of strangulated hernia in a woman 
sixty-seven years of age. The sac was as large as my two hands, 
the omentum was gangrenous, and all the tissues above and below, 
all the inguinal glands down to the inside of the thigh were infected. 
I removed the glands, left the wound entirely open. There was 
general infiltration and oedema of the whole anterior aspect. Hot 
moist applications, changed every half hour for days, enabled me to 
save that woman's life. The temperature of the water used was 



Flushing the vault of the vagina with copious hot douches, with 
the woman in the position Dr. Will describes, is the best course to 
pursue. These douches stimulate uterine muscular contractions 
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and cause increased circulation. The method of making topical ap- 
plications with the extreme care that is exercised by. Dr. Byford will 
no doubt in many instances give satisfactory results. I notice the 
whole trend of the discussion has been in defense of topical applica- 
tions in those cases that have not been infected. How do we know 
that other irritants have not been used? How do we know what 
pernicious habits have obtained in those cases? Perhaps the in- 
fection in some of the cases was due to a previously-existing 
gonorrhoea, and not to the use of unclean instruments. We some- 
times arrive at conclusions too rapidly. The gynaecologist does not 
receive money enough to undertake the work of making a differen- 
tial diagnosis in individual cases in a thorough and scientific man- 
ner. He cannot take the time to differentiate the kinds of germ 
infection. 

I was interested in Dr. Byford's case of tubo-ovarian abscess, in 
which he made topical applications for two or three months to cure 
an endometritis before removing the graver cause above. It seems 
to me the removal of the tubo-ovarian abscess first would have been 
the quicker way to have accomplished the results. 

In conclusion, I believe topical applications, made in a careful 
manner, with strict attention to asepsis and antisepsis, will give 
good results. Why not keep the patient under observation for a few 
days or weeks, get the action of the bowels perfect, have the pelvic 
organs in good condition, and let the patient enjoy quietude and 
rest. Then later dilate the cervix, do a superficial or deep curette- 
ment, as the case may require, establish drainage, and have done 
with the case at the end of a couple of weeks. Or, if jiecessary., 
pursue this treatment a second time, because if we have to pursue 
methods to get the same results by long-continued painstaking 
topical applications, we must wear both the patients and ourselves 
out, and there are few men who can hold patients to the end by re- 
sorting to such a long and tedious treatment. There are some men 
that can do this. If the time runs into a few months patients will go 
away displeased and seek other physicians. I have made topical 
applications in hundreds of cases with good results, and every prac- 
titioner endeavors to get the best results in the quickest way. My 
own conclusions regarding this subject agree with those expressed 
by Drs. Harris and Weber. I believe the topical applications are 
too much used, and I prefer curettement in the various forms of 
endometritis. 

Dr. O. B. Will (closing the discussion): I feel that I have 
nothing of importance to add to the paper I have read. Courtesy 
demands that I should say a word or two respecting the criticisms 
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oflFered. In the first place, I accept with good grace the position 
taken by Dr. By ford. respecting the philosophy of this condition. It 
is altogether possible that I am wrong in that, yet I consider the 
position I have taken practically tenable. 

In regard to the remarks of Dr. Bacon, I feel, as he has in- 
dicated, that it is not \vise to put forth some doctrines under the 
existing circumstances, without extreme caution, as it is well known 
that many practitioners do not take the precautions that should be 
taken with respect to topical applications. A few weeks ago I re- 
member being called to a small town outside of Peoria, in consulta- 
tion, and upon the window sill I saw an applicator charged with 
cotton used on the last, lying there ready for the next patient. 

I am free to admit, also, that my classification may be faulty, but 
I feel that medicine and surgery at the present time are interde- 
pendent, and that in any line of treatment we are obliged to have 
recourse to both of them. Even upon the very threshold of modem 
surgery stands medicine, with its anaesthetizing and sterilizing 
influences. i 

With respect to the remarks of Dr. Harris, he has said that there 
is jio disagreement this evening with reference to the ultimate value j 

of the living, active cell as a barrier against infection, but I think he j 

misunderstood the drift of my remarks. I intended to convey the ' 
idea that one of the objects in the application of the cautery was to 
invite the larger proportion of that particular element to the part 
as a barrier against the inroads of septic material. We can all agree 
I think on that point. 

Dr. Samuel L. Weber (closing the discussion): I have very 
little to say in addition to what I stated in my paper. I think some 
of the members misunderstood me. I did not intend to imply that 
all cases of pyosklpinx were caused by topical treatment. A vast 
number of abortions are criminally produced, and in a large number 
of these cases septic salpingitis and pyosalpinx follow. We have 
many cases of infection following labor, and infection of the tubes 
from intra-uterine operations, from laceration of the cervix, etc. I j 

distinctly stated in my paper that in a large number of cases there ! 

was extension of the inflammatory or infective process into the 
tubes with or without treatment. I still maintain that. From what 
little I have read on this subject I think the trend of opinion is 
towards supporting the position I have taken, that a large per- 
centage of cases of salpingitis are due to gonorrhoeal infection. A 
mixed infection is induced by local treatment, with extension of the 
process to the tubes. In acute gonorrhoea routine applications 
should not be made. It is hard to draw the line between acute and 
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chronic gonorrhoea in the female just as it is in the male. Frequently 
the acute form of the disease does not give many symptoms. In the 
cases of gonorrhoeal infection of the endometrium which come to 
our office, we do not know whether they are acute or chronic, the 
symptom complex is so frequently similar in acute, sub-acute and 
chronic forms. The temptation is to make local applications, and 
this is yielded to by the vast majority of practitioners. I maintain' 
that a great many of such applications are followed by pyosalpinx. 

One more point, how chemicals act locally. I have been lectur- 
ing on materia medica for five years, and there is no subject that I 
have to talk about which gives me so much trouble as the physio- 
logical action of the various drugs that are used for local treatment 
of the endometrium, the urethra, the pharynx and other mucous 
membranes. It is very easy to stand up before students and prac- 
titioners and talk about certain drugs being astringents, alteratives,, 
stimulants, and so forth, but we know very little about thejn. I 
think bacteriologic work tends to confirm the fact that all inflamma- 
tions of mucous membranes anywhere are of bacterial origin, even 
an acute rhinitis that comes in an hour, after an exposure to cold. 
And I think that these locally-applied drugs except the palliatives 
ones all act essentially through their antiseptic action, different drugs 
being valuable at different stages of the inflammation. 

Official Transactions. 

T. J. Watkins, Editor of Society. 
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UTERINE FIBROMATA IN PREGNANCY, WITH REPORT 

OF A CASE.* 

By W. H. Rumpf, M.D., Chicago. 

In reporting a case of pregnancy complicated by fibroids, I take 
the opportunity to make a few remarks about this not infrequent 
condition. The case in brief is as follows: 

Mrs. G. A.; aged thirty-five years; married two years; had men- 
struated regularly and had never been pregnant before. The pre- 
vious and family history represent no unusual features. 

I saw her first at St. Luke's Hospital Dispensary, when she was 
about three months pregnant. I did not find anything abnormal in 
the local or general condition. The urine contained no albumen. 
She did not report to me again until about five months later. The 
urine then contained about two per cent, albumen and numerous 
casts. There was some oedema of the lower extremities. I pre- 
scribed exclusive milk diet and diuretics and did not hear from her 
again until I was called to the confinement on December 2y, 

She had been in labor about two hours. The pains were \tr\ 
severe and almost continuous, the face had an anxious expression, 
and the patient was very restless and complained of headache. The 
lower extremities and the vulva were very oedematous. On exter- 
nal examination I was surprised to find the fundus of the uterus cov- 
ered with subserous fibroids, vzrymg in size from one to four inches 
in diameter. The majority of the tumors were on the posterior sur- 
face of the fundus. The position of the child was a left occipito- 
vulsion took place. The termination of the labor by forceps now 
seemed indicated, and was easily accomplished. The child was as- 
phyxiated, and did not rally after half an hour's manipulations ac- 
cording to Schultze and Laborde. The placenta was expressed in 
twenty minutes and a perineal laceration closed with four silkworm 
gut sutures. Immediately after this latter operation a third eclamp- 
tic attack occurred. The uterus contracted well, and there was no 
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unusual haemorrhage. Owing to very unfavorable surroundings, I 
had the patient transferred to St. Luke's Hospital the same day. 

The principal points of interest in the puerperium were the rapid 
disappearance of the tumors and the cessation of the albuminuria 
with its accompanying oedemata. Apropos of the latter, I would 
mention that the patient passed Si 50 of urine during the first 
twenty-four hours after her entrance into the hospital. At one 
catheterization 40 3 were removed. At the end of two weeks the 
patient was out of bed and the urine was entirely normal. The 
fibroids had diminished to one-half their original size. I examined 
the patient two weeks ago, about four months after the con- 
finement, and found only three or four fibroids of the size of a walnut 
still remaining in the posterior wall of the uterus. The latter was 
in good position, the patient was menstruating regularly, and was 
in excellent health. 

In following out the train of thoughts suggested by this case, I 
will touch only briefly on the eclampsia. The temptation to try to 
bring it into connection with the presence of the large fibroids is 
great. The latter undoubtedly caused an unusual enlargement of 
the uterus, and on account of their location may have been an aetio- 
logical factor in the causation of the nephritis and eclampsia by pres- 
sure on the ureters. 

It is not my intention to enter upon these interesting specula- 
anterior. The foetal heart-tones were 140. The os was found to be 
dilated about the size of a dollar, the bag of waters had ruptured, and 
the head was engaging well in the pelvis. There was apparently no 
obstruction to the passage of the child through the parturient canal. 
I had scarcely finished examination when another complication re- 
quired my attention. This was a very characteristic attack of 
eclamptic convulsions. I immediately injected one-fourth grain 
morphia and made preparations for forceps delivery. In half an 
hour the head was almost entirely in the pelvis when a second con- " 
tions any further, and I shall confine my remarks solely to the com- 
plications caused by fibroid tumors in pregnancy in general. 

The first point of interest that presents itself is the question in 
how far fibroids predispose to sterility. According to statistics of 
Giisserow (i), Schroeder (2), JLefour (3), Winckel (4), Pestalozza (5), 
and Miiller (6), it appears that about seventy-five per cent, of pa- 
tients in general with fibroids are married women, and that of these 
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from twenty-five to thirty per cent, are sterile. In order to form an 
unprejudiced opinion in how far the fibroids were the cause of the 
sterility, it will be necessary to take into account the percentage of 
sterile marriages in general. The data in this respect are very 
meagre, and in considering them we must remember that women 
that have borne children will be more likely to come under the notice 
of the gynaecologist than those that have not. According to 
Simpson (7), Wells (8), Sims (9), Duncan (10), and Griinwaldt (11), 
the percentage of all sterile marriages varies from eight to fifteen 
per cent. This would give us an increase of sterility in consequence 
of fibroids of over ten per cent. As reasons for the sterility mechani- 
cal obstruction to conception, haemorrhages and degenerative 
changes in the appendages are mentioned. Hofmeier (12), who has 
written by far the most exhaustive treatise on this subject, contends 
that in many of the cases cited in the various statistics, the sterility 
has been present for many years before the fibroids were present or 
at least caused any appreciable disturbance, and that consequently 
in a great number of cases the original cause of the sterility must 
be looked for in another direction. That in other words the fibroids 
were wrongfully accused of being the cause, whereas they were only 
accidental complications. He argues further that the disposition 
to the growth of fibroids in the uterus in general is very great, and 
inasmuch as the majority of women are married, we find the greatest 
number of myomata among married women. I am inclined to sub- 
scribe myself to his assertion that the aetiological importance of 
fibroids as the cause of sterility has been greatly over-rated. 

I come now to the second consideration of importance — ^the in- 
fluence of myomata on pregnancy. Here, too, many of the statis- 
I tics which apparently show the great preponderance of abortions in 

pregnancies, complicated by fibroids, fail to take into account the 
percentage of abortions in general. The chances for abortion are 
of course greatly dependent upon the location of the tumor. Thus 
interstitial and submucous fibroids predispose more to abortion 
than subserous growths. The very rapid growth of the tumors' in 
pregnancy, as in my case for instance, is similar to the usual hyper- 
trophy attending the muscular and fibrous elements of the uterus in 
general, and also upon a serous infiltration and increased vascular- 
ity. The lymph-spaces enlarge and frequently form cysts. Thus 
the tumors occasionally become so soft and flattened out that they 
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are recognized with difficulty. The degenerative changes which 
they undergo after pregnancy will be considered later on. 

The disturbances caused by myomata during pregnancy are not 
necessarily very great. 

The increased size of the uterus will in many cases give rise to 
greater pain than in a normal pregnancy, but the inconvenience 
caused is seldom sufficient indication for operative interference. The 
induction of premature labor is hardly ever justified. It is a danger- 
ous proceeding, unnecessarily sacrifices the child and leaves the 
tumors. 

The treatment of fibroids during labor should also be governed 
by the greatest conservatism. In looking quite extensively over the 
literature on the subject, it appeared to me that very many cases 
have been reported in which an operative mania has resulted un- 
fortunately for mother and child. Surgical interference is often 
absolutely necessary, however, and gives rise to many difficult and 
interesting conditions. Submucous fibroids can often be enucleated 
during labor. I Cervical and subserous myomata behind the uterus, 
filling up the entire pelvis, may necessitate Caesarian section. 

Another great source of danger from fibroids is their predisposi- 
tion to postpartum haemorrhage. Interstitial tumors especially in- 
terfere with the symmetrical contractions of the uterus. Great 
watchfulness for many hours after the confinement and a thorough 
trial of all milder means from simple massage to tamponade of the 
uterus, will often obviate the necessity for graver procedures. 

I should like to say a few words in conclusion about the fate of 
myomata in the puerperium. We have to deal here with two possi- 
ble conditions — first, degeneration, and second, abscess formation 
through infection. The degeneration may be of a fatty, myxomatous 
or cystic nature. The latter is the most serious, because it is ac- 
companied by a greater softening and breaking down of the tumor 
elements, thus offering a better field for infection. In my case there 
was no softening noticeable, and the degeneration was probably only 
of the fatty order, analogous to the involution of the uterus. Whether 
the myomata ever disappear entirely is very doubtful, and the ques- 
tion arises what course to pursue in cases similar to the one I re- 
ported. Shall we allow the patient to again encounter the same 
danger to life in a possible subsequent pregnancy? In my particu- 
lar case I have felt justified in advising a laparotomy. It will be 
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possible to enucleate all of the subserous fibroids and to preserve the 
functions of the uterus. The possibility to operate conservatively, 
the age of the patient, thirty-five years, and her great desire to have 
children, justify an early operation. 

In conclusion, I should again like to emphasize the following 
points: 

1. Fibroid tumors do not predispose to any great extent to 
sterility. 

2. Fibroids in pregnancy, during labor and in the puerperium 
represent dangerous complications in only a small number of cases. 

3. Too active operative interference should be much guarded 
against. 

4. The operation for the removal of the tumors should not be 
postponed until some months after confinement. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, May 21, 1897. 

The President, Addison H. Foster, M.D., in the Chair. 

A New Button for Intestinal Anastomosis. 

Dr. John A. Lyons: This instrument I have been laboring 
over for iiboiit one year. 

It is a metallic button with two discs, and resembles in prin- 
ciple the Murphy button. The approximating edge of each disc is 
indented in five different places to the depth of 2.5 millimeters 
(about 3-32 of an inch), and has no sharp 
edges or corners that might penetrate the 
bowel. The serrations are so arranged that 
the broad elevations of one disc fit neatly 
into the broad depressions of the other. 
When the button is ready for use its two 
halves are permanently fixed together by a 
spiral spring, which is placed between the 
P I male and female central cylinders. The 

PerBpectlve view of the Cylinders are, of course, inseparable from 

Button complete. the disCS. 

From the inner border of the female cylinder three prolonga- 
tions extend through the male cup which protect the spring and pre- 
vent the possibility of tying the puckering string around the spring. 
The fenestrae through which these prolongations pass will act some- 
what as drains of the cup of the button. 

Through the cylinders there are a few holes through which may 
be passed a movable long steel pin or probe, for the double purpose 
of keeping the discs apart, and of holding the button firmly while the 
operator ties the bowel in place. 

When the pin is withdrawn the button approximates the intestinal 
walls automatically, and completes its application without undue 
manipulation or injurious pressure to them. 

Another factor I believe to be somewhat 'important is that the 
circumferential distance over the serrated edges is much longer 
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(averaging about one-third) than is the distance over a level edge^ 
so that a larger lumen is obtained at the place of anastomosis with a 
button with a serrated edge than with a button with a level edge; 
consequently a smaller button of this pattern may be used. 

The claims made for this de-. 
vice may be readily inferred from 
the above brief description, and are: 

1. It is compact, in one piece, 
and ready for immediate use. 

2. The method of its manipu- 
lation during application is such as 
to give a minimum amount of 
bowel disturbance and injury. 

3. The automatic action from 
the properly-arranged spiral spring 
removes the necessity of forcibly 
pressing home the discs, so that all 
injury from this source is elimi- 
nated. 

4. The size of the button need 
never be large, because of the long 
line of union which results. 

5. Imperfect co-aptation of its 
discs is impossible. 

6. It is very easy to apply. 

7. There is less liabiHty to 
bowel obstruction during its pas- 
sage through the bowel, as the 
button is always small. 

8. The spring pressure is the 
same at all points, and it is more 
reliable than rubber. 

9. It is durable. 

10. After being used, when 




\ 
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The Button open with Rod or Probe hold- 
boiled and made clean, it is ready inur it open until the intestines are attached 
(^f ««cA o#>'o;*^ •^-rv ^^*^l^^ ^C ;* to the center cylinder. When the Rod is 

for use agam, no portion of it ^^^^^^^^^^^^]^^^^^^^^^^^^^^^^^^^^, 

being displaced. by its Coil Spring. 

II. For this reason it is in the end a very cheap button, as it only 
requires occasional replating. 
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The one I show you now has been used in an end-to-end anasto- 
mosis, and was passed yesterday after having been in the abdomen 
four days. 

The small dog on which it was used is running around and eat- 
ing well. 

More experiments are being made to determine absolutely and 
accurately some of the points claimed for the button. 

The main object, this evening, is to place my invention on record, 
but at some future time I shall present a report of my experiments. 

Discussion. 

Dr. Alexander H. Ferguson: In bringing forward this new 
device, Dr. Lyons claims that it is an improvement upon the Mur- 
phy button. It certainly does away with one objection which I have 
found with Murphy's button, and that is in trying to put the two 
parts ot the button together after the puckering stitches were applied, 
one of the sides caught first and I could not pull it off nor push it 
together. Dr. Murphy claims that if his button is perfectly made such 
a thing cannot take place. But the fact that it does occasionally occur 
is sufficient. The device presented by Dr. Lyons obviates this diffi- 
culty; but I do not think there is anything in the claim he makes 
with reference to getting a better circulation than we would have 
by the application of Murphy's button. The fact still remains that . 
this and other buttons that have been devisfed produce gangrene, 
and there is no use of circumlocuting and using the name of pressure 
atrophy. A slough takes place, and if this occurs before healing has 
taken place behind the cutting off of the circulation, then, of course, 
there is more liability of leakage, so that this spiral spring pressure, 
regulated as in the Murphy button, would be about even as far as 
merit is concerned. But the great objection is gangrene, and 
whether an extension of the gangrene or liquefaction of the plastic 
material that is thrown out to form union takes place or not will 
depend a great deal upon the intestinal germs that may be present. 
There are a number of objections to the suture. If we could get a 
combination of some device which would do away with the objec- 
tions of gangrene or the formation of large sloughs it would be a 
good thing. Of course, the surgeon who is accustomed to sew can 
sew accurately. I have been working along these lines myself. I 
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have been sizing up the objections to both the suture and button, 
and thus far, in my opinion, we have no device that is absolutely 
faultless or perfect. The device of Dr. Lyons should be thoroughly 
tested experimentally. I have no doubt there is merit in it and 
that it will prove of value to surgeons. 

Dr. Lyons (closing): I am aware, Mr. President, that "one 
swallow does not make a summer," nor does one successful applica- 
tion of any device settle its fate. I am, however, grateful for the 
reception given to it to-night, and it encourages me to still further 
pursue my w'ork on these lines. That the Murphy button and 
other devices hitherto produced have serious faults has become ap- 
parent to many of our best surgeons. Some of these objections 
have been pointed out in this Society before now, and this evening 
by Dr. Ferguson. Yet, I look upon the Murphy button as superior 
to any other device heretofore invented, and it was with the hope of 
overcoming, at least, some of its objections that I began this work. 

Most of my experiments have been conducted at The Post-Grad- 
uate Medical School, assisted by Messrs. Wilson and Emerson. 

I am given to understand by the manufacturers that the price of 
the button will be quite reasonable. They are making for me the 
same style of button without the indented approximating edges, but 
I do not think these will prove as satisfactory or as efficient as the 
indented ones. 

Uterine Fibromata in Pregnancy, with Report of a Case, 

By Wm. H. Rumpf, M.D., Chicago. 

(See page 224.) 

Discussion. 

Dr. C. S. Bacon: If the case that has been presented is any- 
thing more than an excuse for a consideration of fibroids during 
labor, I think the consideration of its bearing upon the production 
of eclampsia should have been more thoroughly discussed. The 
cause of eclampsia is still involved in so much doubt that anything 
which will tend to help clear up the subject ought to be made use of. 
I believe that the trend of opinion at present is that eclampsia is 
due to an increase in the toxicity of the blood serum, and that the 
nature of the toxic element may perhaps be something different from 
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the ordinary toxic element of the blood, or it may be simply the toxic 
elements in normal blood which are not eliminated by the excretory 
organs. In any case there is a failure in elimination, either of a for- 
eign toxic element or of the ordinary toxic element. The kidneys, 
and the other excretory organs do not excrete as much as they 
should. Whether the fibroid tumors, as I believe has been held by 
some, injure the function or the structure of th.e kidneys, and how,, 
would be a very interesting subject for a little more discussion than 
the essayist gives. Is it by the action of the toxines produced by 
infection of the fibroids, or is it due to the compression of the ureters, 
produced by the tumors? 

In the discussion of fibroid tumors and the complications that 
arise from them, such a broad field has been gone over that I do 
not know that there are any particular points upon which I care ta 
dilate. 

The President: I would like to ask Dr. Bacon whether he has. 
ever encountered very large fibroids during pregnancy? 

Dr. Bacon : I have had cases of fibroid tumors of considerable, 
size complicating pregnancy, which caused no interference with 
labor. I have never had any cases which gave rise to any interest- 
ing complications' in fibroid tumors of the uterus. But I have had 
cases of considerable size that gave absolutely no disturbance. 

Dr. T. J. Watkins: One point of interest in Dr. Rumpf s paper 
relative to eclampsia is the large amount of urine secreted immedi- 
ately after labor. I remember having a case where two weeks 
prior to labor the woman secreted daily under ihe influence of 
diuretics from two to four quarts of urine; the amount of solids ex- 
creted was more than normal. She had severe eclampsia during 
labor, notwithstanding the profuse elimination by the kidneys. 

In considering the relation of fibroids to sterility, it might pos- 
sibly be of some interest to consider the aetiology of these tumors, as. 
the condition that produces the fibroid may be one that will produce 
sterility. For instance, I believe Dr. Byford has ventured the opin- 
ion tliat fibroids are due to a germ; and Joseph Price also states 
that in cases of suppurative disease of the appendages fibroids often 
result. The indications for interference with pregnancy compli- 
cated by fibroids have not been well given, and, as the essayist has. 
said, there is undoubtedly too great a tendency to operate during 
pregnancy. It has been frequently stated that a fibroid should not 
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be treated surgically during pregnancy, if it is not large and is not 
located so low down as to mechanically interfere with labor. There 
are probably many cases where in the early months of pregnancy the 
tumor is located in the bony canal, and as gestation advances the 
tumor is elevated out of the bony canal and permits natural labor to 
take place. I remember particularly one case that I operated upon 
where a large fibroid of the uterus was located low down in the pel- 
vis, which I felt certain would interfere with labor. But in this 
case after operation the tumor proved to be located on the poste- 
rior wall of the uterus quite near the fundtis; the uterus was retro- 
verted by it, pregnancy having taken place anterior to and above it. 
It is not at all improbable that in this case, with development of the 
uterus, the tumor would have risen out of the pelvis, and this could 
probably have been materially assisted by manipulation under an 
anaesthetic. 

Another important point is the influence that fibroid tumors 
have upon the puerperium. About two years ago Dr. Mann, of 
Buffalo, read a very exhaustive paper upon this subject, in which 
he showed that where infection takes place in a fibroid uterus death 
had almost invariably resulted. About a year ago I operated on a 
case of uterine fibroid during the puerperium. The operation was 
done about twelve days after labor. In this case a degeneration had 
taken place, such as the doctor mentioned. The fibroid was located 
in the posterior wall of the uterus, and its center had undergone 
such changes as to result in an abscess which contained about one 
pint of offensive pus. Strange to say, the appendages and the peri- 
tonaeum showed no signs of infection ; all of the infection was appar- 
ently located in the fibroid tumor. 

Dr. Emil Ries: It has given me great pleasure to hear Dr. 
Rumpf express such conservative views on this subject, as the gen- 
eral trend of opinion in regard to the treatment of fibroids during 
pregnancy is slightly too much to the other side. Still I must say, 
that after one has seen the awful consequences of the development 
of a fibroid in the puerperal uterus, eventually terminating in 
death of the patient, as I have seen in one case, he is very much in- 
clined to favor operative procedures. The decision of the question 
whether to operate or not will, of course, largely depend upon the 
seat of the tumor. When the tumors are subserous, pedunculated, or 
when they are very low down in the cervix and are not very large, it 
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will not be necessary to operate. But where the tumors are intra- 
mural, or where large tumors are situated in the cervix, the ques- 
tion of operation during pregnancy or confinement is to be seriously 
' considered. It is not a long time since operations during preg- 
nancy for fibroid tumors were undertaken, and at first the results 
were unfavorable, because almost invariably abortion followed the 
operation. Recently, however, the results have been so favorable, 
especially as regards the life of the foetus, that we have been encour- 
aged to operate. Patients have been operated upon where the tumor 
or tumors extended through the wall of the uterus down to the de- 
cidual membrane, the decidual membrane having been laid bare 
during the operation, and yet pregnancy and labor were successfully 
terminated. . 

In the case of the patient mentioned above, death occurred after 
confinement, in consequence of haemorrhage. In this case a num- 
ber of fibroid tumors had developed in the wall of the uterus and, 
in consequence of these fibroids which had undergone liquefaction, 
there was imperfect contraction of the uterus. The patient died in 
spite of all conservative methods of treatment employed, such as 
massage, hot injections, and packing with iodoform gauze, etc. I 
wish we had operated in that case. In the next case of a similar 
kind that comes under my care I shall certainly operate. 

In myomatous tumors of the uterus during confinement, a good 
deal depends upon the efficient or inefficient contraction of the 
uterus. Insufficient contraction of the uterus prevents delivery of 
the afterbirth, and consequently an operation for the removal of the 
afterbirth is resorted to too frequently with insufficient aseptic pre- 
cautions. I have seen such cases and have operated on one where, 
after normal spontaneous delivery of the foetus, the placenta did not 
come away, and the doctor in the country had finally to remove the 
placenta. The consequence was high temperature and chills very 
soon after confinement, with the formation of an enormous abscess 
in the myoma. The uterus was extirpated without difficulty. The 
patient recovered, but she was in a dangerous condition of sepsis 
when operated upon. 

A few words as regards eclampsia in its relation to myomas. 
Some ten years ago, when I wrote my inaugural thesis on eclamp- 
sia. I looked up the literature, trying to find cases of tumors of the 
uterus of any kind that had led to eclamptic convulsions or even to 
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uraemia. I found no case on record where a uterine fibroid or a 
tumor impacted in the pelvis had led to uraemia. All of the tumors 
which do lead to uraemia are of such nature that they spread to the 
connective tissue and infiltrate it, bringing about compression of the* 
ureters. These tumors are either carcinomas or sarcomas. In 
cases of intraligamentary myomata or parovarian tumors, compres- 
sion of the ureter appears more likely to occur than in ovarian 
tumors. But in none of these cases have eclamptic convulsions been 
observed. Uraemia frequently follows carcinoma, from compres- 
sion of the ureters by the growth. In cases of myoma I have not 
observed eclampsia. In this special case which I saw with Dr. 
Rumpf, the myomata did not fill the pelvis; they were subserous, and 
had a degree of mobility which I think excluded the. possibility of 
the eclamptic convulsions being caused by pressure of the tumors 
on the ureters. 

I have examined a number of cases where large tumors formed 
in the pelvis, and have tried to find abnormal constituents of the 
urine which might be produced by compression of the ureters. The 
theor>' of the production of eclampsia by compression of the ureters 
is that, in consequence of the stagnation of the urine, the epithelium 
in the kidneys is injured and allows a certain amount of blood albu- 
men to pass away ; in this way albuminuria ensues. If this is correct, 
compression of the ureters must lead to albuminuria often, if some- 
times to eclampsia. But I have not been able to find albuminuria 
in cases of tumors filling the pelvis. Albuminuria does occur some- 
times in malignant tumors in the pelvis, but then we always have the 
question of possible metastasis in the kidneys, and consequent albu- 
minuria. 

The disappearance of fibroids during the puerperium is a for- 
tunate occurrence; nevertheless I should wish to see the patient 
operated on, if necessary, during pregnancy if the tumors begin to 
grow. During pregnancy tumors which at first are subserous may 
become intramural, and may lead to serious consequences during 
confinement, and may be more difficult to manage if they have 
grown into the wall of the uterus. If in the case presented here a 
second pregnancy occurs, and on close observation the tumors ap- 
pear to grow, I should advise operation during pregnancy for re- 
moval of the tumors without extirpation of the uterus. 

Dr. John A. Lyons: This excellent paper of Dr. Rumpf calls 
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to mind a case I had some three years ago. I confined a woman, 
and a short time after delivery of the child there was a severe 
haemorrhage from the uterus, which led me to think that I had left 
some membranes in the uterus. I entered the uterine cavity and 
dislodged a submucous fibroid which was near the right horn of 
the uterus. It was about the size of an ordinary orange. I cleaned 
out the depression that was left, and the patient made a good recov- 
ery. Some six weeks ago another physician delivered the same 
woman, and she has since had a very serious time. On being called 
to see hei I found her limbs very much swollen, and she is con- 
fined to bed. I am inclined to believe that she has another fibroid 
tumor and that infection has taken place, as occurred in the case re- 
ported by Dr. Watkins. 

I recall another patient who had a uterine fibroid. The patient 
became pregnant and, at about three and a half months' gesta- 
tion, aborted. The wall of the uterus, particularly the anterior wall, 
in this case was very thin, and a fibroid as large as my hand was sit- 
uated in the posterior uterine wall. I think the fibroid has reduced 
in size since then. 

Dr. RuMPF (closing): I agree with Dr. Bacon that it would 
have been interesting to have dwelt upon the question of the possi- 
ble cause for the eclampsia a little more fully. I did not do this for 
two reasons: In the first place, I did not wish to branch out too 
extensively from the subject of my paper and, in the second place, I 
believe with Dr. Ries that the tumors had nothing to do with the 
production of the eclampsia. In looking over the literature of this 
subject, I was able to find only one case similar to the one reported 
by me. This case I found in Lusk's Text-book of Obstetrics, I do 
not agree with Dr. Ries in advising so strongly the removal of these 
tumors during pregnancy. The complications which arise from 
fibroids during pregnancy and their interference with delivery are 
very slight as compared with the great danger of operation during 
pregnancy. The haemorrhage and danger of infection, besides the 
possibility of abortion, I think outweigh the advantages to be 
gained by removing these tumors during pregnancy. They can be 
much more safely enucleated after confinement, even if they do be- 
come slightly interstitial after having been subserous. 

Official Transactions. 

T. J. Watkins, Editor of Society, 
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EXHIBITION OF UNIQUE MICROSCOPIC SECTIONS OF 

PAPILLOMA AND CARCINOMA OF THE TUBES, 

WITH A REVIEW OF CASES TREATED BY ME 

AT ST. LUKE'S HOSPITAL DURING 

ONE YEAR.* 

By T. J. Watkins, M.D., 

Assistant Professor of Gynaecologry, Northwestern University Medical School; Gynae- 
cologist to St. Luke's, Wesley, Lakeside and Provident Hospitals, Chicago. 

The object of this report is to give the results of some of the 
work done in St. Luke's Hospital, to compare the results of differ- 
ent operations, to attempt to formulate some rules for the selection 
of operations, and to briefly report some interesting cases. 

The gynaecological operating-room is not a so-called "modern 
operating-room," as it has wood floor, painted walls, and inex- 
pensive furnishings. 

•A graduate nurse and two assistants devote their entire time to 
preparing for and assisting at operations. They prepare all sutures, 
ligatures, gauzes, dressings, etc., used in the hospital. 

Gauze is invariably used for sponghig. Catgut prepared by the 
dry heat process in a Boeckmann sterilizer, is usually employed 
for sutures and ligatures in the abdominal cavity, and no bad results 
can be attributed to it. 

The hands of the operator, assistants and nurses are scrubbed 
for from fifteen to twenty minutes with tincture of green soap and 
water, then in lysol one per cent, solution, alcohol, bichloride of 
mercury i-iooo, and finally in sterilized water. The results of this 
method of preparing the hands have b^en entirely satisfactor}-, as 
no cultures could be obtained from the hands thus prepared after 
they had been contaminated with pus from offensive pelvic 
abscesses. 

* Read. For Discussion, see page 288. 
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LIST OF OPERATIONS, WITH COMMENTS UPON INTERESTING CASES. 

HysterO'SalpingO'Oophoreciomy (Vaginal) for Uterine Carcinoma, 

Total, two. Recovered,* two. In both cases the disease was 
far advanced. In Case I. no urine had passed into the bladder for 
twenty-four hours after the operation, when the forceps were re- 
moved on account of suspected occlusion of the ureters. Active 
haemorrhage followed the removal of the forceps, which was stopped 
by forcipressure; urine then fortunately passed freely into the 
bladder, and the patient made a rapid recovery. The broad Kga- 
ments were clamped a considerable distance from the uterus, be- 
cause the disease was far advanced. Two months after the 
operation she was enjoying good health, and no pelvic disease 
could be detected on vaginal examination. The recovery is, how- 
ever, probably only temporary. In Case II. the carcinoma involved 
the fundus of the bladder. A vesico-vaginal fistula resulted, and 
the disease continued. The improvement was for only a short time. 
In Case I. vagino-abdominal hysterectomy would have been pref- 
erable, with removal of the iliac glands, as first suggested by Dr. 
Emil Ries, first performed by Dr. Rumpf, of Berlin, and later prac- 
ticed at Johns Hopkins Hospital. In Case II. a radical operation 
should not have been attempted. 

Hystero-SalpingO'Obphorcctomy {Abdominal) for Uterine Fibroid, 

Total, four. Recovered, four. In these cases it probably would 
have been better surgery to have left the ovaries, as they were per- 
fectly healthy, on account of possible benefit to be derived from the 
internal secretion of these organs. The method employed was a 
modification of the Goffe-Baer operation. The uterus in these 
cases was too large to be removed through the vagina. 

HysterO'SalpingO'Obphorcctomy {Abdominal) for Uterine Fibroid with 
Suppurative Disease. 

Total, three. Recovered, three. Case I. was a small fibroid 
with double tubo-ovarian abscess and extensive adhesions. The 



♦Recovery is here used to indicate recovery from the operation and not 
necessarily cure, because the time since the operations were done is too brief 
to ^ive the permanent result, and the result in many of the cases is not known 
after the patients leave the hospital. 
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cervix was not removed; vaginal gauze drainage was used; suppura- 
tion occurred in the pedicle, which protracted the recovery. Total 
extirpation should have been done. 

Case II. was a large fibroid with double pyosalpinx. 

Case III. was a puerperal fibroid uterus which weighed six and 
one-half pounds at the time of removal. The tumor was located in 
the posterior wall of the uterus. The center of the tumor had sup- 
purated, and the abscess contained about one pint of very offensive 
sero-pus. The walls of the abscess were very ragged, irregular and 
necrotic. The patient was about five and one-half months preg- 
nant with twins. She miscarried, three days later became septic, 
and thirteen days later was operated on. Her history in brief is as 
follows : 

Mrs. L. G., twenty-five years of age, married six months, has 
had dysmenorrhea for one and one-half years, and for some time has 
had dysuria. She had noticed no enlargement of the abdomen prior 
to pregnancy, and had considered her pregnancy normal. The 
mornifig of August i6, 1896, a large amount of amniotic fluid es- 
caped. She suffered severe labor pains, and sent for Dr. A. W. 
Bigelow, who then saw her for the first time. He found an umbili- 
cal cord presenting at the vulva. The os-uteri was crowded upward 
and forward behind and to the left of the pubes by a large fibroid 
tumor. The abdomen was exceedingly large, very painful on 
pressure, and so tense that it was impossible to outline the tumor or 
the foetus. 

The first foetus was expelled about i p. m. the next day (August 
17), and was somewhat macerated, showing it had been dead for 
some days. In the evening Dr. Bigelow asked me to assist him to 
remove the placenta. Under narcosis the hand was introduced into 
the vagina; the fingers were with difficulty passed between the 
tumor and the pubes into the uterus, and after considerable effort 
the placenta was extracted. Following the placenta the second am- 
niotic sac presented and was ruptured. It was impossible to touch 
the second foetus, on account of the obstruction caused by the tumor. 
The vagina was thoroughly irrigated with bichloride of mercury, 
and the cervix and vagina packed with iodoform gauze. 

The second foetus with its placenta was expelled without aid the 
next morning (August 18). The pains were very strong during the 
entire labor. For three days following labor her condition was 
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good except that the abdomen remained very sensitive to pressure. 
She then developed a temperature which varied from 100° to 104**, 
the pulse varying from 90 to 120, from August 21 to August 29, 
when she was operated on. She was taken to St. Luke's Hospital 
August 27, 1896, prepared for abdominal section, and operation 
made two days later. An abdominal incision was made, the tumor 
removed, the arteries ligated with silk, the wound of the broad liga- 
ments and stump closed by a continuous catgut suture, and the ab- 
dominal incision closed without drainage. The uterine cavity. Fal- 
lopian tubes and peritonaeum showed no evidence of infection. She 
suffered very little after the operation, and recovered practically 
without any elevation of temperature or increase in pulse rate. The 
sutures were removed on the sixteenth day. The wound united 
without suppuration. She left the hospital in very good condition 
on the twenty-ninth day after the operation. 

Vaginal Hysterectomy for Uterine Fibroid. 

Total, two. Recovered, two. The tubes and ovaries were pur- 
posely left in situ. 

Case I. had numerous fibroid growths in the general muscular 
system. She was hoarse, probably as the result of involvement of 
the laryngeal muscles. Thyroid extract was used for about two 
months, but without any relief. Now, about nine months after the 
operation, the hoarseness has entirely disappeared and the fibroids 
in the general muscles have much diminished in size. She has none 
of the neurotic disturbances of the menopause. 

In Case II. a hernia was observed about two weeks after oper- 
ation, for which she was operated on two months later. A vaginal 
discharge was the only subjective symptom of the hernia. I did 
not determine the contents of the hernia, as the protruding mass 
was covered by granulation tissue, and as I did not deem it safe to 
separate the adhesions. The hernia was treated by uniting the 
vaginal walls just below the hernia. She also has none of the neu- 
rotic disturbances of the menopause. 

Hysterectomy (Vaginal) for Metritis Following Salpingo- 
Oophorectomy. 

Total, two. Recovered, two. 

In Case I. the salpingo-oophorectomy was done during an at- 
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tack of puerperal fever, for double ovarian abscess. The indica- 
tions for vaginal hysterectomy were: Profuse muco-purulent uter- 
ine discharge, menorrhagia, large soft uterus, and cyst of left broad 
ligament. A vesico-vaginal fistula followed sloughing after re- 
moval of the forceps, which necessitated a second operation. Case 
II. was a neurasthenic, hysterical patient, addicted to morphine. 
The indications for operation were a small, tender mass behind the 
uterus, and some tenderness around one horn of the uterus. In 
the mass was found imbedded a silk ligature from the previous 
operation. The improvement following the operation was only 
temporary. 

Curettage, Vaginal Section and Drainage for Retained Placenta, 
Metritis and General Suppurative Peritonitis. 

Total, one. Died, one. Soon after this patient entered the hos- 
pital a large amount of offensive placental tissue was removed from 
the uterus, the cavity of the uterus was irrigated and packed with 
iodoform gauze. No tumefaction could be detected in the pelvis, 
and it was thought probable that the retained, infected placenta was 
the entire cause of her illness. She did not improve, and about 
eighteen hours later colpotomy was made and about one pint of 
offensive pus was found in the general peritoneal cavity. Free 
drainage was established, but she continued to fail and died about 
twenty-four hours after admission to the hospital. 

Ventral Suspension for Retro-Position of the Uterus, 
Total, one. Recovered, one. 

Ventral Suspension for Retro-Position of the Uterus with 
. Complications,^ 

Total, nine. Recovered, nine. The uterus was suspended by a 
fine silk suture, which was passed on either side through the serous 
coat of the uterus, so as to include the ovarian ligament, and 
through the parietal peritonaeum, and was then tied. I know of no 
case where the uterus did not remain in position, and of but one 

♦The complications were adhesions, adeno-myoma of tubes, salpingitis 
or ovaritis. 
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case where unfavorable symptoms followed. The fine silk suture 
used in this manner would not probably complicate gestation or 
labor. I have been able to determine the present condition of six 
of these patients. For about three months one of them experienced 
some distress on standing erect, which was probably due to too high 
suspension of the uterus. In one of them both tubes were excised 
on account of nodular growths and adhesions; both ovaries were 
left. Menstruation has been regular but profuse since the oper- 
ation. One of these patients became pregnant, and aborted at the 
end of the second month, probably from endometritis. None of 
them have had any vesical symptoms, and in all of them the uterus 
has about the normal amount of mobility. 

Vaginal Fixatimi for Retro-Position of the Uterus. 

Total, two. Recovered, two. In one of these patients the 
uterus is now slightly displaced backward. The patient is wearing 
a pessary and feels well. She could not wear a pessary prior to the 
operation without pain. The fixation was done through a trans- 
verse incision of the anterior vaginal wall near the cervix. The in- 
cision was closed and fixation made by sutures inserted parallel to 
the line of incision, as suggested and practiced by Dr. Byford. Of 
late I have modified the technique, and now separate the cervix and 
vagina, as in hysterectomy. If the cervix is much displaced for- 
ward, the upper part of the posterior vaginal wall is incised longitu- 
dinally. By this procedure the cervix can be easily fixed upward 
and backward, which is the most important factor in restoring the 
uterus to its normal positoin. It obviates the necessity of suturing 
the body of the uterus to the vaginal wall so near the vaginal outlet, 
and thus must greatly diminish or avoid the danger of complica- 
tions to gestation and labor, which have frequently occurred in cases 
following vaginal fixation. 

Ci&cttage for Retained Placental Tissue with Infection. 
Total, three. Recovered, three. 

Curettage for Endometritis.* 

Total, six. Recovered, six. 

*A11 the infectious cases operated upon were, as a rule, curetted as part 
of the operation. 
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SalpingO'Odphorectomy (Single Abdominal) for Pyosalpinx. 

Total, five. Recovered, five. One of these patients was a num- 
ber of years past the menopause ; the uterus had atrophied so that 
it was only about one and one-half inches long. In another patient 
who had an abscess of the right tube, there was congenital absence 
of the left tube and ovary. In the left horn of the uterus there was a 
small nodule, probably an adeno-myoma, which was excised. This 
patient, however, continues to menstruate, but at somewhat irregu- 
lar intervals. I know the present condition of these five cases, and 
in none of them has the other appendage become affected, and each 
of them had a well-defined abscess of the tube. Three of them 
dated from puerperal infection. 

Salpin go-Ob phorectomy (Double Abdominal) for Pyosalpinx.* 

Total, thirteen. Recovered, thirteen. I have succeeded in fol- 
lowing up the history of nine of these patients. One of them, a very 
nervous woman, has suffered much from neurosis, probably due to 
the menopause. Another developed a severe vulvitis and vaginitis 
(probably gonorrhoeal) soon after leaving the hospital, and has suf- 
fered much since then from leucorrhoea and vulvar and vaginal irri- 
tation. Seven of them have suffered slightly or not at all from the 
neurosis of the menopause. None of the nine have had any men- 
strujil discharge. In the nine patients observed, the occurrence of 
the menopause causes some mental distress. In like cases I would 
now explore the appendages through a vaginal incision, and in the 
cases where it seemed impossible to preserve the functions of either 
reproduction or menstruation, I would do a vaginal hystero-salpingo- 
oophorectomy. The abdominal operation was selected in most of 
these cases, with the hope of preserving one or both of these 
functions. 

Hystero-SalpingO'Oophorectomy (Abdominal) for Pyosalpinx and 

Metritis, 

Total, one. Recovered, one. This patient had had vaginal 
section and drainage of a puerperal abscess of the right appendage. 

* Most of these cases had suppurating, cystic or badly inflamed and ad- 
herent ovaries; but in many it would have been possible, and probably ad- 
visable, to have left an ovary or some ovarian tissue, so as to have avoided 
the production of the artificial menopause and possibly of sterility. 
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Suppuration occurred later in the other appendage, which necessi- 
tated abdominal section. The uterus was removed for metritis and 
adhesions. A vaginal hysterectomy would have been done had I 
known that suppuration existed in both ovaries. 

Hystcro-SalpingO'Odphoreciomy [Vagijial) for Pyosalpinx and 

Metritis, 

Total, five. Recovered five. One of these patients had a pelvic 
abscess which filled the pelvis, extended down between the vagina 
and rectum, and extended above and to the left of the umbilicus. A 
vaginal section was made, through which the pus in the pelvis es- 
caped; an abdominal incision had to be made in order to evacuate 
the abscess that extended into the abdomen. Thorough drainage 
was established. About two months later the radical operation was 
made. The uterus and appendages were one mass of friable ne- 
crotic tissue. After separation of the right broad ligament and the 
base of the left one, the remainder of the left broad ligament tore 
through and occasioned considerable haemorrhage. The bleeding 
could not be stopped by forcipressure on account of the necrotic 
condition of the tissue. The pelvis was packed snugly with gauze 
to check bleeding. About two hours later it was necessary to re- 
move the packing on account of haemorrhage, and to repack with 
gauze saturated with Monsel's solution. She made a slow but good 
recovery. 

One of the patients had suffered for years with a pelvic abscess 
which repeatedly discharged through the rectum. She had spent about 
six months of each year in bed. She had been repeatedly refused 
operation on account of her bad local state and poor general con- 
dition. A portion of one ovary was left. She has had regular 
monthly discharges of blood from the rectum. The rectum is free 
of haemorrhoids. She complains somewhat of "hot flashes." 

Two of them were near the menopause. Four of them are en- 
joying comparatively good health; the other one I have not heard 
from since she left the hospital. 

SalpingO'Oophorectomy (Abdominal) for Tubal T^regnatrcy, 

Total, five. Recovered, five. One patient was operated on dur- 
ing active primary haemorrhage. One of the operations was secon- 
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dary to vaginal incision and drainage. The vaginal incision was not 
the operation of selection, because the patient gave symptoms which 
indicated recent and recurring haemorrhages; but she refused ab- 
dominal section. Two weeks after the vaginal operation was made 
she had a haemorrhage and the tube was then removed by abdomi- 
nal section. 

In the case operated on during active haemorrhage I believe the 
pregnant tube could have been removed with more rapidity and 
with less danger through a vaginal incision, and the recovery of the 
patient would probably have been more rapid and less painful. One 
of the patients had a large haematocele, which was first opened by 
vaginal incision; a large mass was found at the top of the haema- 
tocele, which necessitated the abdominal section. Two of the cases 
were not diagnosed as tubal pregnancy until after the abdominal 
section was made. 

HysterO'SalpingO'Odphorectomy {Abdominal) for Tubal Preg- 
nancy^ Pyosalpinx and Metritis, 

Total, one. Recovered, one. In this case the other appendage 
was the seat of a suppurating disease and the uterus was large, soft, 
and badly adherent. 

Salpingo-Oophorectomy (Vaginal) for Tubal Pregnancy, 

Total, two. Recovered, two. One of these operations was for 
an incomplete tubo-abdominal abortion. In both cases the pregnant 
tube was readily delivered and removed through a posterior cervical 
incision. One of these patients is now about six months pregnant. 
The pedicle in the two cases was clamped with a forceps, which was 
removed twenty-four hours later. The recoveries were much more 
rapid and less painful than would have followed an abdominal 
operation. 

Salpingo-Oophorectomy {Double Abdominal)^ for Benign^ Pri- 
mary Papilloma of the Tubes, 

Total, one. Recovered, one. This case is of especial interest 
because only six other cases of primary papilloma of the tubes 
appear in the literature. The history in brief, is as follows: Mrs. 
C, aged thirty-four, was always well and strong until 1893, when 
she had a miscarriage, which was followed by a severe attack of 
puerperal fever. She became quite well again, land one year later 
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received a violent injury to the left inguinal region. This was fol- 
lowed by severe pain and fever, and she was admitted to St. Luke's 
Hospital about two weeks later Qune, 1894). Examination re- 
vealed a large fluctuating mass posterior and to the left of the uterus. 
The abscess was incised and drained through the vagina. The ab- 
scess contained about one pint of non-offensive thick pus. In No- 
vember, 1894, she reentered the hospital. Examination revealed a 
tumor to the left and posterior to the uterus, but higher in the pelvis 
than was the former one. This was opened through the old sinus 
and about one pint of pus mixed with colloid substance was re- 
moved. Drainage tubes were then worn for eight months. In 
August, 1895, the sinus was dilated and curetted and drainage tubes 
were worn again for two months. 
In January, 1896, the appendages 
were excised on account of persis- 
tent discharge of pus; otherwise 
she felt perfectly well. She made 
an uneventful recovery from the 
.bdominal section and a recent ex- 
amination showed the uterus 
somewhat atrophied, freely mov- 
able and free from disease. She „ _ .„ , , , 

Fic. 1. Papilloma of left ovary 
feels perfectly well save for OCCa- (Case x). Piece of ovary removed to 

sional "hot flashes." »^°^ ^y»*« *° ^^'^'•y- 

Dr. Emil Ries kindly made a very thorough examination of the 
specimens and the following is his report: 

"Macroscopical. Left appendage — Ovary not enlarged. On its 
surface in many places are found pedunculated and nonpeduncu- 
lated wart-like growths. The tube is normal externally except for 
slight thickening of its isthmic portion. Cross-section through the 
tube shows nothing abnormal. The ovary contains on sections 
small cysts, most of which have smooth walls; some of them, how- 
ever, contain papillary growths. (Figure i.) 

"Right appendage — Ovary of normal size. The tube is six cm. 
long; the fimbriae are not visible; the abdominal end is dilated; the 
uterine end is normal in size; a few papillary growths are on the sur- 
face of the ovary and tube. The ovary contains a small abscess, in 

Note. — These cuts are used through the courtesy of the Journal of the 
American Medical Association. — Editor. 
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which are found papillary growths. The abdominal ostium of the 
tube communicates with the cavity of the ovary. The outer half of 
the tubal canal is studded with papillomatous growths. (Figure 2.) 

"Both ovaries and tubes are covered with many adhesions, 
which are free from papillomata. 

''Microscopic, The papillomata of the ovaries and tubes are alike 
in structure, and consist of one layer of long, slender, columnar 
epithelium over a connective tissue framework, which arises from 
the mucous membrane and branches out into more and more deli- 
cate ramifications. The papillomata contain small calcareous con- 
cretions which are usually found in such growths. The wall of the 
tube over the papillomata shows small areas of round cell-infiltra- 
tion. Near the mucous membrane are a few cyst-like epithelial for- 
mations, which are even found outside the circular muscular layer. 
The cysts do not contain papillary nor solid epithelial growths. I 
did not find any endothelial lining to the cysts. The little cysts of 
the left ovary (which do not contain papillomata) are lined with a 
simple low cuboidal epithelium and look like simple hydrophic fol- 
licles. No corpus luteum cysts are found. The little cysts which 
contain papillomata are of different structure. They are invested 
with columnar epithelium which is in direct continuity with the 
epithelium of the papillomata in the cysts. In several places the 
cysts communicate with the surface by a narrow cleft lined with 
epithelium like the epithelium of the papillomata. 

"The fact that the growth is more extensive and prominent on 
the surface of the ovary than in it indicates that it did not originate 
in the ovary, but developed into it from the tube. The apparent 
slow growth in the ovaries and absence of ascites also favors the 
opinion that the growth was primarily tubal. Adeno-myomata were 
also found in the tubes." 

HysteroSalpingO'Odphorectomy {^Abdominal) for Primary Car- 
cinoma of Both Fallopian Tubes, Myo-Fibroma of the 
Uterus^ and Adeno-Myojua of the tubes. 

Total, one. Recovered, one.* This case is of especial interest* 
as only nineteen other cases of primary carcinoma of the tubes are 
found in the literature . 



* This patient died about six months after leaving the hospital fron) re- 
currence of the carcinoma. 
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Mrs. T. M., Bohemian, aged forty-five years, always enjoyed 
good health until about two weeks before admission to the hospital, 
August 29, 1896. She had had one child twenty-three years ago. 
No miscarriages. Her only symptoms were p^in in the pelvis and 
difficult urination. No family history of malignant disease could 
be obtained. Menstruation had been regular and normal in 
amount, but painful. The temperature from time of admission to 
the hospital until time of operation varied from 99° to 103°; pulse 




Fig. 2. Papilloma of rijfht tube and ovary (Ca««e 1). Tube and ovary cut open, i, papilloma 
on surface of ovary ; 2, papilloma in cavity of tube ; 3, papilloma on surface of tube ; 4, 
ovary ; 5, abscess cavity in ovary ; 6, abscess-membrane ; 7, uterine end. 

90 to 108. Vaginal examination revealed a fibro-myoma of the 
uterus, with large fluctuating masses posterior and to each side of 
the uterus. The operation was somewhat difficult on account of 
numerous and firm adhesions. 

The following is a report of specimen by Dr. E. Ries: "Uterus 
88 mm. long, cervix 12 mm. long, wall of fundus 10 mm. thick. 
Posterior wall contains a fibroid with well-marked capsule. Poste- 
rior wall 88 mm. thick, 16 mm. being the thickness of the uterine 
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muscular tissue. In each uterine horn is found by a nodule (N. 
Figure 3), which has a 15 mm. antero-posterior diameter on the 
left and a 17 mm. diameter on the right side. The right nodule has 
three small cavities filled with colloid material. Other nodules are 
found on the uterus. The right tube, measured along the upper 
border, is 260 mm. long; its largest circumference is 180 mm. The 
tube near the nodule at the uterine horn becomes narrower, then it 
enlarges and forms four large convolutions. The anterior surface 
of the tube, save for adhesions, is smooth; on the posterior surface 
are bulky papillomatous growths. The ovary, which contains 
several corporalutae and follicles, has no papillary growths. The 
cavity of the tube (R. T. Figure 3) contains flat and prominent papil- 
lomatous masses, which fill the narrow isthmic part completely, but 
cause only a thickening of the wall of the abdominal end. The tube 
is so tortuous that on cross-sections of the isthmic portion the canal 
appears double. The wall of the abdominal end is i to 3 mm. 
thick; the wall of the isthmic portion is double the thickness. Near 
the broad ligament the tubal wall of the isthmic portion forms a 
white mass 5 mm. thick, and is covered externally by a stratum of 
papillomatous masses about 4 mm. thick. Several thick masses of 
adhesions connect the abdominal portion of the tube with a tumor 
mass (40 by 40 by 5 mm.). (R. M. Figure 3). On cross-section the 
mass consists of a white substance, which contains a central cavity. 
In the cavity are several wart-like excresences. 

"The left tube, measured along its external border, is 315 mm. 
long, the largest circumference (165 mm.) being at the abdominal 
end. Distinct furrows divide the tube outwardly into four convo- 
lutions. Near the first furrow, counting from the uterus, the ante- 
rior surface of the tube presents a tortuous elevation (L. M. Figure 
3), about 30 mm. long and i to 2 mm. thick, a cross-section of 
which contains a white mass. The anterior and posterior surfaces 
of the tube are covered with pseudo-membranes. The ovary of this 
side (L. O. Figure 3) has an ovarian ligament 22 mm. long. The 
ovary (54 by 20 by 18 mm.) contains numerous corpora candicantia 
and follicles. Cross-sections through the nodules on the isthmic 
part present a thick wall and a cleft-like cavity. Further on the 
wall of the tube is a pretty homogenous white mass. It is stained 
brownish near the cavity. The cavity itself is filled with a blood 
clot which reaches from the isthmus to the abdominal end. If the 
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blood clot is lifted away from the wall, low papillomatous masses 
are seen everywhere. The wall of the abdominal portion is 2 mm 
thick; near the uterus the wall is 5 to 7 mm. thick. 

'The abdominal ends of both tubes are closed. The right tube 
contained sero-purulent fluid which escaped during the operation, 
as the tube burst. 

''Microscopical Description. Right tube. — The wall of the tube 
does not show any remarkable changes with the exception of some 
round-cell infiltration along papillary vessels. The mucous mem- 
brane presents a multitude of smaller and larger papillary elevations. 
The elevations consist in the largest part of epithelial masses, while 
the connective tissue skeleton of the papillae is scarce, and frequently 
so crowded with round cells that very few connective tissue cells are 
visible. The epithelial masses form labyrinthian coils winding in and 
out, often so close together that no connective tissue whatever re- 
mains between them. The epithelium is arranged in single or mul- 
tiple layers, mostly in the latter. The individual cells are columnar 
epithelial cells, some very long and thin, some shorter, almost cu- 
boidal. The larger papillae contain blood vessels. Small haemor- 
rhagic areas occur in many of the papillae. The surface is covered 
with many detached and degenerated cells and cell detritis. 

"The arrangement of the epithelial cells is not always distinctly 
papillary. In many places sections contain apparently glandular 
or cystic formations, which, however, are only produced by the 
knife cutting away recesses between papillae. Tlie epithelium does 
not grow downward into the wall of this tube. 

"The peritonaeal coat of this tube shows no pathologic changes 
in the macroscopically normal portion of the serosa. 

"Left tube. — ^The mucous membrane of the narrower part pre- 
sents the same appearance as the right tube; the papillary growths 
and the inextricable coils of epithelial formations exist here in the 
same manner as on the right side. The cavity contains considerable 
detritus, consisting of white blood corpuscles, detached and de- 
generated epithelial cells, and more or less distinct red blood cor- 
puscles. The epithelium does not penetrate the mucous membrane 
in this part of the tube. The muscular coat contains a few areas of 
round-cell infiltration of no large extent. In the place mentioned 
in the macroscopic description, where the tortuous elevation re- 
sembling a dilated vessel is seen on the tube, the peritonaeal surface 
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presents a very striking appearance. (See Figure 4.) Between the 
external muscular layer and the surface there is an accumulation of 
solid epithelial masses, divided by smaller or larger strings of 
connective tissue which form a network, the meshes of which 
are filled by the tumor cells. The tumor cells are many-shaped, 
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Fig. 4.. Microscopic section of L M, Fig:. 3 (Case 2). PC, primary carcinoma of tubal 
mucosa, the wall of the tube with C circular and L longitudinal muscular layers, and BV 
blood vessels. S, serous coat of tube with SC solid carcinomatous masses in it. 

mostly roundish with large nuclei (some presenting unmistakable 
karyokinetic figures); others are very large cells with one large 
nucleus, while still others are real giant cells. The epithelial cells 
form rounded masses, or appear as rosary-shaped strings with more 
or less pronounced constrictions. The large epithelial masses are 
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in some places arranged in strings along and around capillaries 
which have preserved their endothelium. The latter is seen as a 
single line of flattened cells dividing the blood corpuscles from the 
tumor cells. In other places the endothelial lining has disappeared, 
so that the blood-space, as it is to be called then, is limited by the 
tumor cells themselves. Smaller epithelial masses, sometimes con- 
taining one or several vacuoles, do not contain blood vessels. They 
are separated from the surrounding connective tissue by a line of 
flat endothelial cells; in other places this endothelium is rather cu- 
boidal, or even gives rise to small epithelioid buds. Taking all this 
together, I conclude that these tumor masses are located in lymph 
spaces, especially those sheathing blood vessels. The importance 
of this observation with regard to the dissemination of carcinoma 
by the lymph and blood currents is evident. 

"A section of this left tube, comprising the insertion of the isth- 
mic part on the broad ligament, shows the papillo-carcinomatous 
condition of the tube very much like the right tube; haemorrhages, 
however, being more numerous and covering larger areas than in 
the other tube. The explanation of these haemorrhages may be 
found in an obstruction of the venous current, indicated in the sec- 
tions by the many vessels choked with red blood corpuscles. The 
peritonaeal surface shows some solid carcinomatous nodules re- 
sembling those described above, but on a smaller scale. The paro- 
varian tubules in the broad ligament are very distinct. They are 
without any pathologic change. The wall of this part of the tube 
contains carcinomatous nests in several places. These nests show 
the path which the carcinoma has followed from the mucosa to the 
serosa. The nests are either solid or they have still preserved the 
papillomatous or coiled arrangement peculiar to the primary growth 
of the mucosa. Some of these nests are distinctly located in lymph 
vessels, as is demonstrated by the layer of endothelial cells which is 
still visible in some places, while in other places there is no such 
lining of the carcinomatous nests, which are imbedded in the tissue 
itself. 

**Tbc nodular enlargements of the isthmic part of the right and left 
tubes present an extremely interesting combination of neoplasms 
(see Figure 5), which is described here for the first time, and has 
not been mentioned in any other case of carcinoma of the tube. The 
enlargement of the tube here is not caused by a dilatation of the 
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tubal cavity, but by a thickening of the tubal wall. This thickened 
portion contains a normal tubal cavity, a slit of stellated or more or 
less straight shape, with the cuboidal or low columnar epithelium 
normally found in this part of the tube. Around the mucous mem- 
brane there is normal circular muscular layer. Between the 




FlO. 5. Microscopic appearance of nodule N of left side. Fig:, a CCase a). Section of 
uterine horn of left side showing: tubal cavity T, with its circular muscular layer, the 
adenomyoma AM» with its muscular tissue, and the carcinomatous masses PC, with 
papillae and cyst-like formations. 

latter and the serous surface the cause of the thickening is found. 
The wall of the tube contains: First, the elements of an adeno- 
myoma, and secondly, papillo-carcinomatous masses. The adeno- 
myoma presents the usual appearance as first described by Von 
Recklinghausen.* There are epithelial tubes, straight or curved or 
ramified, surrounded by more or less cytogenic tissue and a well- 

* Von Recklinghausen: Adeno-myomeder Uterus undTubenwandung 1893. 
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pronounced muscular coat. I need not further dwell on this adeno- 
myoma as I have discussed it fully in a paper on Nodular Forms of 
Tubal Disease.* I must add that in each of these nodules a 
process of the mucous membrane of the tube was seen penetrating 
the circular muscular coat of the tube, so that here, as well as in the 
cases described in my paper mentioned above, it was hard to decide 
whether the epithelium of the adeno-myoma had originated in 
Mueller's or in Wolffs duct. Beside this adeno-myoma, the thick- 
ened wall contained beautiful papillo-carcinomatous growths, 
which in some places were simply papillomatous, while in others 
they were more or less solid nests. In several instances the little 
cavities which contained the neoplasm were partly lined with a 
single layer of low columnar epithelium, while the rest was lined 
with multiple epithelial layers, or was the seat of papillary growths. 
This leads me to the conclusion that some at least of the carcino- 
matous nests developed in cavities primarily belonging to the 
adeno-myoma, supplanting or as it has been called, 'infecting,* the 
original epithelium. Under the serous coat there are numerous 
solid carcinomatous nests filling lymphatics. Some of these nests 
are so large that they form carcinomatous nodules visible wdth the 
naked eye. The small cavities mentioned in the macroscopic de- 
scription are partly simple cysts of adeno-myoma partly filled with 
papillomatous masses. 

"Uterus. — On the left side I follow^ed up the extension of the 
neoplasm into the body of the uterus, and found that solid and 
papillomatous masses were spread a short distance into the muscu- 
lar coat of the uterus, but did not penetrate deeply into it. Along 
the serous coat, however, the neoplasm had spread extensively, so 
that small subserous fibroids of the posterior wall and fundus of 
the uterus, as well as the adhesion membranes on the uterus, every- 
where contained carcinomatous masses. The fact that the progress 
of the malignant neoplasm largely took place along the subserous 
lymphatics is also proven by the observations made on the body of 
the uterus, the round ligament, the myoma contained in the uterus 
and on the endometrium. The endometrium presented nothing 
but a very light glandular hyperplasia. The muscular coat of the 
uterus (with the exception of the external layers mentioned above) 

* Ries: Amer. Jour, of Exper. Med. (To appear in the next issue.) 
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and the myoma contained absolutely no epithelial formations. The 
myoma, or rather myofibroma, had a well-pronounced capsule, and 
had none of the characteristics of an adeno-myoma. The round 
ligament showed small carcinomatous nodules in and under its se- 
rous coat, but its substance was free from epithelial elements. 

'The carcinomatous infection of the adhesion membranes 
around the uterus and its ligaments has produced quite bulky 
tumors, especially on the right side of the broad ligament, where 
the tumor which is mentioned in the macroscopic description (R. M. 
Figure 3), and which has almost attained the size of an ovary, is 
purely a carcinomatous growth. The formation of adhesions with 
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Pig. 6. Microscopic section of ovary (Case 2). E, germinative epithelium of ovary 
interrupted where carcinomatous masses C adhere to the surface of the ovary. The sub- 
stance of the ovary, O, is normal. 

the ovaries has also given rise to the growth of metastatic carcinoma 
on the ovaries (Figure 6). The substance of the ovaries is without 
a trace of carcinoma, but the surface of the ovaries is studded with 
carcinomatous nodules. Their metastic nature is proven by the 
fact that in many instances the carcinomatous nodule and the ovar- 
ian substance are separated by a well-preserved line of germinative 
epithelium, which is interrupted at the places where the adhesion 
membrane has grown to the ovary. The carcinoma is arranged in 
the same way as in the subserous nodules on the surface of the tubes 
and uterus; that is to say, in solid strings of cells following the lym- 
phatics. Where we see a tumor originating in the germinative 
epithelium of the ovary the structure of the tumor is entirely differ- 
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ent, the epithelial neoplasm developing on the surface primarily and 
essentially in marked contrast to the condition prevailing in this 
case." 

Incision and Drainage^ and Salpingectomy for Pyosalpinx and 

Appendicitis, 

Total, one. Died, one. The incision was made above and par- 
allel to Poupart's ligament on the right side. Tlie right tube was 
removed. The appendiceal abscess was drained. The patient did 
well for about thirty-six hours, when the pulse became weak and 
rapid, and she died about twelve hours later. Temperature was 
about normal until near time of death. Post-mortem examination 
showed no cause of death, at the site of operation. The fatal ter- 
mination was probably due to a cardiac embolism. The heart, 
however, was not examined, as only a partial autopsy was allowed. 
The pyosalpinx was not diagnosed prior to operation. " 

Odphorectomy {Abdominal) for Ovarian Cyst. 

Total, eleven. Recovered, eleven. One patient was about three 
months pregnant, but the pregnancy was not interrupted. In one 
case, a girl eighteen years of age, the cyst was quite generally at- 
tached by friable adhesions to the pelvic peritonaeum, broad liga- 
ment, uterus, intestines and omentum. Separation of the adhesions 
was accompanied by terrific haemorrhage, which could be con- 
trolled only by rapid application, by touch, of a large num- 
ber of forceps. An attempt was made to stop the bleeding with 
ligatures and sutures, but it was found necessary to leave six forceps 
on bleeding points on the floor of the pelvis, and to insert a large 
gauze drain. One of the cases was a large gangrenous dermoid 
cyst with twisted pedicle, which so simulated appendicitis that an 
incision was first made over the region of the appendix. Only one 
ovary had to be removed in any of these cases. The cysts were all 
too large to be removed by vaginal section. 

Oophorectomy {^Vaginal) for Ovarian Cyst. 

Total, three. Recovered, three. The cysts were about the size 
of a small orange, and were easily delivered through a T-shaped in- 
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cision of the posterior vaginal wall. The recoveries were relatively- 
painless and rapid. 

HystcrO'Salpingo-Odphorcctomy (Vagmal) for Double Suppu- 
rating Ovarian Cyst. 

Total, one. Died, one. Before operation this case was sup- 
posed to be one of suppurative disease of both appendages, with 
extensive inflammatory exudate. Both ovaries were imbedded in 
exudate, as were also the uterus and tubes. After the operation was 
completed, it seemed that the patient's chances for recovery were 
much better than they would have been had an abdominal section 
been performed. Her condition wa^ good for four or five days fol- 
lowing the operation, save for elevation of temperature and increase 
in pulse rate. On the fifth day the wound, which had healed firmly, 
was reopened and showed that there was no accumulation of pus, 
serum or blood in the pelvis. There were no symptoms of perito- 
nitis. On the seventh day the patient died, presumably from infec- 
tion carried through the lymphatics. An autopsy could not be 
obtained. 

SalpingO'Odphorectomy {Abdominal) for Double Ovarian Abscess. 

Total, one. Recovered, one. The cause of the suppuration was 
infection from an induced abortion. The patient for two days prior 
to the operation had a temperature varying from 103*" to 105°. 

Vaginal Section and Drainage for Ovarian Abscess {Puerperal). 

Total, one. Recovered, one. In this case an abdominal hys- 
tero-salpingo-oophorectomy had to be done later. 

Vaginal Section and Drainage for Pelvic Abscess. 

Total, eleven. Recovered, eleven. In one of these cases a 
vaginal hystero-salpingo-oophorectomy was done later. The other 
ten patients have not to my knowledge had any recurrence of pelvic 
inflammation. Some of the patients were in such a desperate con- 
dition that they would probably have died had they been treated by 
a radical operation. The recoveries are, I believe, more perfect 
than would have followed a radical operation, and no organs were 
sacrificed. 
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In two or three other cases, after abscesses were incised through 
the vagina, conditions were found indicating radical operation, 
which was immediately done. 

Acute Pelznc Peritonitis. Two cases of acute pelvic peritonitis 
were treated without operation. One case was due to acute gonor- 
rhoeal infection. Both recovered without any apparent involve- 
ment of the uterine appendages. 

Abdominal Section and Drainage for Pelvic Exudate {Puerperal.) 

Total, one. Recovered, one. The exudate involved principally 
the right horn and appendage of the uterus, but also extended to 
the bladder, omentum and intestines. The exudate was so re- 
sistant to .pressure that it was impossible to separate the adhesions 
without doing great damage to these organs. With the finger, holes 
were bored into the exudate and abdominal drainage established. 
I have recently examined this patient, and the pelvic organs seem 
to be free from disease. 

Vaginal Section and Drainage for Exudate iii Broad Ligament 

{Puerperal). 

Total, one. Recovered, one. 

Abdominal Section for Tubercular Peritonitis tvith Suppurative 
Disease of Uterine Appendages. 

Total, two. Recovered, two. These two patients had very ex- 
tensive tubercular peritonitis without ascites. Both recovered suffi- 
ciently to leave the hospital, but the improvement could only be 
temporary. In both a faecal fistula followed. 

Hystero-SalpingO'Odphorectomy {Abdominal^ for Tubercular Sal- 
pingitis. 

Total, one. Recovered, one. 

Ventral Hernia. 

Total, three. Recovered, three. In one of these cases the ab- 
dominal cavity was not opened. The fascia was exposed by incis- 
ing the sheath of the recti muscles at the inner border. The layers 
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of the fascia were then closed separately. This method of free in- 
cision into the sheaths of the recti muscles makes the operation easy 
and insures obtaining the true fascia. In one case the fascia was 
so separated, on account of the long duration of the hernia and of 
increase in adipose tissue, that it was impossible to bring the edges 
of the fascia within four inches of each other. In this case the her- 
nial sac was incised along the median line, the sheaths of both recti 
muscles were opened, and the surfaces of the flaps were then over- 
lapped so that the sutures which were passed through near the 
edge of the left flap included the fascia on the right side; and the 
sutures that passed through near the edge of the right flap, included 
the fascia in the left side. This caused about four inches of peri- 
tonoeal surface to be in contact with the same amount of wound 
surface. The peritonoeal surface was not abraded. The sutures 
which joined the edges of the flap to the edges of the fascia on either 
side were tied over small rolls of gauze. The superficial part of the 
wound was closed with silkworm gut sutures. This made three 
tiers of sutures. The wound healed by primary union, and the ab- 
dominal wall continues to be strong. 

In operations for ventral hernia much time is saved by opening 
the sheaths of the recti muscles along their inner border as soon as 
the skin incision is made. As the strength of the wound chiefly de- 
pends upon perfect union of the fascia, care should be taken that 
the fascia is perfectly coapted. This I do by using the modified 
quill suture described later. 

Congenital Absence of Upper J^wo- Thirds of Vagina. 

Total, one. Recovered, one. A mass the size of a chestnut was 
found where the uterus should be, and masses about half as large 
were found lateral to this, which were probably rudimentary ovaries. 
A transverse incision was made in the vault of the vagina. A canal 
was then made with the finger from this point to the uterus. 
Transverse incisions were then made across each vaginal wall, so as 
to allow them to be lengthened. The vaginal walls were now- 
sutured into the rudimentary uterus, and the transverse incisions in 
the vagina closed by sutures introduced parallel to the lines of in- 
cision. This left a vaginal canal 2J to 3 inches long. A medium 
size Sims' vaginal dilator was worn for three weeks. A recent ex- 
amination shows the vagina to be about normal in dimensions. 
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Inguinal Ovarian Hernia, 
Total, one. Recovered, one. 

Vaginal Hernia following Vaginal Hysterectomy. 
Total one. Recovered, one. 

Plastic Operations for Lacerations,^ 
Total, eleven. Recovered, eleven. 

Hcemorr holds. \ 
Total, one. Recovered, one. 

Incision and Drainage for Appendiceal Abscess. 
Total, one. Recovered, one. 

SUMMARY OF OPERATIONS. 

Total. Recovered. Died. 

Hysterectomy (abdominal) 12 12 o 

Hysterectomy (vaginal) ..12 11 i 

Hysterorrhaphy 10 10 o 

Vaginal fixation 2 2 o 

Salpingo-oophorectomy (abdominal) 36 36 o 

Sal pingo-oophorectomy (vaginal) 440 

Other abdominal sections 7 6 i 

Other vaginal sections 12 11 i 

Miscellaneous operations 26 26 o 

121 118 3 

This number does not show the entire number of operations per- 
formed because, in order to make the report brief and less uninter- 
esting, cases where two, three or four operations were done at one 
sitting are tabulated as one operation. 

Deaths. One death was unavoidable, as no known method of . 
treatment could have saved the life of the patient suffering from 
puerperal fever with general suppurative peritonitis. One death 

♦Under this head are included operations for lacerations of cervix and 
anterior and posterior vaginal walls, but not the plastic operations for lacer- 
ations done at the same time as the abdominal sections. 

t A number of patients who were operated on for other conditions also 
had haemorrhoids removed. 



The Chicago Gyncvcological Society, 263 

seemed to be accidental, as on post-mortem examination no condi- 
tions were present at the site of operation to account for death. The 
other death should have been avoided, as the general condition of 
the patient prior to operation was good, and the local condition was 
no worse than is found in many cases successfully operated on. An 
abdominal operation might have resulted in recover}'. 

Selection of Operations. I believe that the selection of operations 
may be briefly outlined as follows : 

Carcinoma of the Uterus. In cases not too far advanced for radi- 
cal operation, an abdominal section should invariably be made; but 
the operation may be completed through the vagina. Experience 
may prove that the iliac glands should as a rule be removed. 

Uterine Fibroids. In cases not complicated by suppurative 
disease, the fibroids should in suitable cases be enucleated through 
the vagina. To accomplish this it may be necessary to incise the 
cervix, or to make a free vaginal section. When it is necessary to 
remove the uterus, the ovaries should not be removed unless 
diseased. 

Vaginal hysterectomy is preferable to abdominal hysterectomy 
when the fibroid uterus is not larger than a pregnant uterus at the 
third or fourth month of gestation. 

Suppurative Disease of Uterine Appendages. Thorough curettage 
of the uterus should usually be done at the beginning of the oper- 
ation. The subsequent part of the operation should depend largely 
upon the experience of the operator and upon the environment. It 
requires less experience to operate through an abdominal incision 
than through the vagina. There is, however, greater danger of in- 
fection in abdominal than in vaginal operations. Abdominal sec- 
tion is preferable: 

1. When the disease extends so high that it cannot be easily 
reached through the vagina. 

2. Usually where it is advisable to do plastic operations upon 
the tubes or ovaries. 

3. In patients that have had or have symptoms of appendicitis. 

4. In cases complicated by an enlarged retroposed uterus, where 
it is possible to preserve ovulation or menstruation. 

5. In cases where the vagina is small or especially septic. 

The vaginal route is preferable when the above conditions are 
not present: 
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1. Where both ovaries are so diseased as to require complete ex- 
cision; that is, when ovulation or menstruation cannot be preserved. 

2. Where the uterus is so diseased as to indicate hysterectomy. 

3. In patients near or past the menopause. 

4 When the pelvis is apparently one mass of exudate, and 
especially in cases where pus has been discharged through the 
rectum. 

The presence of a fat, protuberant abdominal wall is evidence in 
favor of a vaginal operation. The vaginal operation is preferable 
in cases where a diseased tube can be easily delivered through an 
incision made in front or behind the cervix. When this is done I 
believe it is better to control haemorrhage by forceps than to suture 
or ligate. When in doubt as to choice of operation, an incision 
should be made through the vagina posterior to the cervix for 
exploration. 

Circumscribed abscesses should be treated by vaginal section 
and drainage. 

My results in cases of thickened and adherent appendages, from 
separation of adhesions and drainage per vaginam, have, as a rule, 
been unsatisfactory. The recoveries from vaginal operation were, 
as a rule, less painful and more rapid than from abdominal 
operations. 

Tubal Pregnancy, Cases of early rupture with formation of large 
hematoceles should be treated by vaginal section and drainage. 
Cases of advanced pregnancy should be treated by abdominal sec- 
tion. In cases where the tube is small and located upon the floor of 
the pelvis, it should be removed through an incision made posterior 
to the cervix. In cases of early rupture, operated on during haemor- 
hage, the tube can, I believe, be removed with less danger and with 
less disturbance to the patient through a vaginal than through an 
abdominal incision. 

Small ovarian cysts should usually be removed through a vagi- 
nal incision. 

REMARKS. 

Cystic ovaries, not ovarian cysts, were usually punctured, pref- 
erably with the thermo-cautery, and not removed. Prolapsed ovar- 
ies found during abdominal section were treated by suturing the 
utero-ovarian ligament to the posterior surface of the broad liga- 
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ment, or by suturing the ligament near the uterus to the parietal 
peritonaeum lateral to the incision.* 

Prolapsed tubes which were not so diseased as to require re- 
moval were treated by suturing the mesentery of the tube to the 
round ligament. Nodules in the tubes were excised without re- 
moval of the tube.f In one case of a nodule (adeno-myoma) in the 
isthmic portion of the tube, the nodule and the interstitial portion 
of the tube were excised and the end of the tube was sutured into 
the opening in the uterus which resulted from the excision of the 
instertitial portion of the tube. The other appendage was removed 
for suppurative disease. The patient became pregnant soon after 
leaving the hospital and miscarried at the end of the second month, 
presumably on account of endometritis. A recent examination 
shows absence of pelvic disease. 

One patient had an adeno-myoma in the middle portion of the 
tube which was resected. The calibre of the tube, however, was so 
small that it was impossible to perfectly coapt the edges of the 
mucous membrane. In this case it would probably have been 
better surgery to have amputated the tube at the site of the nodule, 
and to have made an abdominal ostium by incising the serous and 
muscular coats, so as to allow the mucous coat to become inverted. 

In occlusion of the abdominal ostium in tubes not irreparably 
diseased, an opening was made by excising the end of the tube, and 
by incising the serous and muscular coats, so as to cause eversion 
of the mucous coat. Diseased tubes were removed by dividing the 
broad ligament close to, and for the whole length of, the tubes; 
where any disease existed in the interstitial portion of the tube this 
was also excised. The wound in the broad ligament and in the 
horn of the uterus was closed with a catgut suture by a continuous 
glover's stitch. (For description of technique see Medical News, 
July, 1896.) 

Vaginal gauze drainage was used whenever the slightest indica- 
tion appeared. Glass drainage was not used ih a single instance. 
In three or four cases, abdominal gauze drainage was employed. 
The drains were removed at the end of twenty-four, forty-eight or 

♦ An attempt was made to leave some ovarian tissue, in cases where 
both tubes had to be removed, and where the uterus was not irreparably dis- 
eased, for the purpose of avoiding an artificial menopause. 

t See paper by Dr. Emil Ries in Jour, of Exper. Med. of July. 
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seventy-two hours, according to indications. Irrigation of the peri- 
tonaeal cavity was not practiced in a single instance. 

The abdominal wound was closed by **through and through'' 
silkworm gut sutures. In a few cases the fascia was united by 
buried silk or silkworm gut sutures, and in a number of cases the 
fascia was coapted by a modified quill suture inserted as follows: A 
silkworm gut suture, armed with a needle, is carried through the 
skin and fascia on the left side, up and back through the fascia on 
the right side, including about one-half inch of the fascia, then back 
through the left side parallel to and about one-half inch distant from 
the entering portion of the suture. The suture was tied over a 
small roll of gauze to keep it from cutting through the skin. These 
sutures are inserted at intervals of about one inch, and ensure per- 
fect approximation of the fascia, upon which the strength of the 
union depends. I much prefer this to the buried suture. 

The suggestion of this suture occurred to me from observing a 
suture which Dr. E. C. Dudley has used. He inserted his sutures 
so as to draw the fascia of the left side of the wound to the right, 
and the fascia of the right side of the wound to the left. 

The dressings over the wound are not usually disturbed for two 
weeks or more, when the sutures are removed. I believe suppura- 
tion occurred in only two cases in completely-closed abdominal 
wounds. 

Small doses of morphia or codeia were given when necessary to 
quiet the patient or to obtain needed rest, but were avoided if possi- 
ble. Hot water was given in small amounts as soon as the patient 
regained consciousness after the narcosis. Liquid diet was usually 
commenced on the second day following the operation. Nutritive 
enemata were used when persistent nausea and vomiting occurred. 
Plain water enemata were frequently given for thirst. The bowels 
were, as a rule, moved on the third and each succeeding day. The 
patients were usually kept in bed two weeks, sat up the third, and 
commenced to walk the fourth week. 

The good results obtained were, I believe, largely due to the 
excellent work of th^ nurses in charge of the operating-room. 

93 East Eighteenth Street. 
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MENTAL DISTURBANCES. FOLLOWING PLASTIC 
OPERATIONS, WITH REPORT OF CASES.* 

By John A. Lyons, M.D., Chicago. 



Mental disturbances following plastic operations are uncommon. 
Although the mental results are the opposite in these cases to that 
usually obtained, yet I consider it as much my duty to present them 
as it would be if they were each a brilliant success. 

Had the mental faculties of my patients been disturbed previous 
to operative procedures, and had recovery followed the treat- 
ment, then I should have considered the results obtained common, 
and would perhaps have ignored them as cases unworthy of a sec- 
ond thought. The contrary, however, being the case, I deem them 
of suflScient interest to report. 

Case I. Mrs. S., aged thirty-four, American; married twice; had 
two children by first and one by second husband, the last child be- 
ing two and a half years old. Since the birth of this last child she 
claimed to have suffered from very severe occipital headache, gen- 
eral debility, constipation, loss of ambition, with a slight or variable 
appetite followed very frequently by sour gaseous eructations, and 
especially with severe leucorrhoeal discharge, accompanied by dys- 
menorrhoea during the entire menstrual period. The patient 
seemed very much above the average in intelligence, of exceedingly 
good physique, not naturally of a nervous temperament, but she 

* Read. For Discussion, see page 292. 
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claimed to have become quite so in the last year or two. The lungs 
were in perfect condition, and there was no organic lesion of the 
heart, this organ being normal in size and position, but slightly ir- 
ritable. The stomach was apparently normal in size, but tender, 
upon palpation. The liver, spleen, and kidneys seemed also nor- 
mal in position and size. The urine was normal in amount and 
constituents. Abdominal and pelvic examination were negative 
except for an enlarged uterus, evidently subinvoluted and endo- 
metric because of an exceedingly large bilateral laceration of the 
cervix, the os admitting an index finger with but little force, but 
with considerable pain. An operation was advised, to which both 
husband and wife consented. The operation consisted in thor- 
ough curettage of the uterine canal, and trachelorrhaphy. The 
uterus was well packed with iodoform gauze, which was removed 
at the end of forty-eight hours. The silkworm gut sutures Which 
were used in the cervix were removed eight days later, as perfect, 
primary union had taken place. The os being patulous a uterine 
sound was easily introduced into the canal. For the following five 
months the patient failed to menstruate, and she was thought to be 
pregnant, as her abdomen became apparently larger and she com- 
plained of morning nausea, with many other symptoms of preg- 
nancy. Following the operation her mental faculties were more 
or less disturbed; she was unable to oversee her housework, and 
was frequently noticed about home perfectly oblivious of her sur- 
roundings. Her children, whom she formerly loved most dearly, 
now disturbed her so much that they had to be removed frequently 
from her presence. This state of aflfairs continued for about four 
months, when I was suddenly summoned and found the entire fam- 
ily in a state of extreme grief, with my patient suffering from acute 
mania, due to the announcement by telegraph of the sudden death 
of a beloved and only brother, who had died from nephritis, of 
which he had suffered for years, without informing any member of 
the family except this sister. Within two months from this date the 
patient's mind, which had been in an exceedingly critical condition 
for several days immediately following his death, entirely recovered ; 
not a trace of dementia was left. A peculiar incident, however, oc- 
curred about five weeks after the brother's death. She came to my 
office suffering from pre-menstrual symptoms and fearing abortion. 
As there was a slight bloody discharge she wished to know the 
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progress of her child in utero. Upon examination I found the uterus 
non-pregnant and perfectly normal in size and position, and the pel- 
vic organs were almost perfectly normal. This knowledge caused 
some temporary grief, but no dementia followed, and the menses 
appeared shortly after, perfectly normal and painless. The ques- 
tion is in this case, had the trachelorrhaphy anything whatever to 
do with the mental disturbances; or was the brain affected because 
of the knowledge held secret by her for a long time of her brother's 
nephritic condition, with the protracted illness before operation, 
responsible? And was the amenorrhoea, in the absence of lung, 
liver, stomach, kidney or other trouble, caused by the operation, 
from fear or shock? Or was it due to her own suggestion and ex- 
cessive desire to bear children, in the hope that she might present a 
male child to her second husband, which desire I know was very 
strongly developed? 

Case II. This was a case operated on for laceration of the 
perinaeum, in which dementia followed repair twenty months ago. 
The patient was a German woman, aged thirty-one. She had two 
children, aged twelve and ten years respectively. She had never 
been examined by a physician, excepting the one who delivered her 
of both children, and had not been pregnant since the birth ten years 
previously. Upon examination, a complete perinaeal tear was plainly 
visible, extending up the rectum almost to the vaginal vault, so that 
she had incontinence of gas artd faeces. When informed of her con- 
dition, and that an operation was necessary, she and her husband 
readily consented, and agreed to go to a hospital, a proposition to 
which she first strenuously objected. 

As this was the worst case of perinaeal laceration and of the long- 
est standing, I had seen, much less repaired myself, I was very much 
gratified in obtaining a beautiful result. She obtained perfect con- 
trol of the sphincter, so that I felt the chances here for a rapid and 
early convalescence were good. To my surprise and without any 
known cause, in less than two months her mind was completely un- 
balanced. Before operation, in so far as her strength would permit, 
she had been a loving, careful,- saving, cleanly housewife. Now, 
however, she had become morose, gloomy, and exceedingly care- 
less as to anything that happened about her house or with her fam- 
ily. Besides, she seemed to have lost all knowledge as to the value 
of money, in fact, would undoubtedly pass it by, either at home or 
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upon the street, as unworthy of notice; whereas, formerly she was 
looked upon as an exceedingly penurious woman. Sleep was now 
almost out of the question with her, unless petted or soothed to sleep 
by her husband. When upon the street she imagined all men she 
happened to see were following her with evil intent, so that it be- 
came' necessary to have an escort with her while taking her morning 
and evening walks. The company of Christians, or indeed, even 
conversation upon Christianity in any form, was never to her liking. 
Now, however, she had become a most devout Catholic, attending 
church daily. During her lucid moments she was apparently con- 
scious of her feeble-minded condition, and accused me upon every 
opportunity of being responsible for it, often saying that 
if I had not proposed operation, her mind, at least, would have been 
right, and she could have managed the other trouble, as she had 
done for ten years. This state of melancholia or mania continued 
with her for some five or six months, and as mysteriously disap- 
peared as it had come, and nine months ago I delivered her of a 
thirteen-pound boy, by actual weight, without even the sign of a 
perinaeal tear, although I had been in almost mortal dread of the 
whole perinaeal body tearing even worse than it had been before by 
her exceedingly large child. I account for this saving of the peri- 
naeum in two ways: First, when operating, after thoroughly re- 
moving the cicatricial plugs, I approximated the rectal tissue care- 
fully with catgut sutures, then built •the perinaeal body up by the 
flap-splitting method after the manner of Tait, with very strong 
silkworm gut sutures. Each suture, however, included the integ- 
ument, which procedure is not advised by Mr. Tait, as more pain is 
likely to follow. But the sutures introduced as he advises are fre- 
quently very difficult to remove, hence, I usually include the skin. 
The Tait method of perinaeorrhaphy does not, in my opinion, 
give the strong supporting perinaeal body obtained by the Emmet, 
the Martin, the Simon-Hegar, the Alexander, Duket and other 
operations. Yet, after his method, the perinaeum is less likely than 
they to rupture again at some future parturition. My experience, 
therefore, would lead me to endorse the statement of Mr. Tait, who 
claims that lacerations of the perinaeum do not easily result during 
parturition after his operation. 

The second and most important reason why this perinaeum was 
not torn I attribute to the fact that, previous to the perinaeal stage 
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of labor, I very emphatically informed the mother that I wished her 
to control her pains exactly as I commanded. And the result was 
indeed wonderful, for when I thought she had given sufficient force 
to each pain to admit of very slow and gradual dilation, the word 
"hold," as agreed upon, was given and acted with apparent hypnotic 
effect, for she would then immediately hold the pain and gradually 
allow it to ease off, resting quietly between them. Had this not 
have been done, her tendency was to force the pains, so that she 
might obtain a rapid delivery of her child, thinking that by so doing 
she would the more quickly get through suffering. I have used 
this means of delivery in obstetrics in lieu of chloroform of late years 
in most all cases where I thought the patient susceptible to my will 
pow'er, and I feel thus far exceedingly well pleased with the results. 

In connection with the cases here reported, I have "found a pe- 
rusal of the literature upon mental depressions and insanity exceed- 
ingly interesting. The kind of mental disturbances, as well as the 
causes thereof, are shown to be, as a rule, different in the different 
sexes, and at the different ages of the same sex. 

While the little ones are passing on from childhood to puberty, 
during the transformation of their sexual organs, it is not uncom- 
mon to find boys suffering from mental disorders, usually depressive 
in character; Rohe says they are languid, docile, and downcast. 
While girls, at the pubescent period, are more likely to take on par- 
oxysms of hysteria; they become noisy, maniacal, indecent, erotic, 
and have frequent convulsive seizures. In fact, the so-called "hys- 
terical" element is so frequent in the pubescent insanity of females, 
that, it almost stamps it with this characteristic form of mania. 

In adult life the general pareses and insanities of men may be 
traced to exposure to extreme heat or severe cold, as, for instance, 
in polar expeditions, etc., also to overheated, poorly-ventilated 
houses or work-shops, to traumatism and especially alcoholism, 
with or without excessive sexual indulgence. The chloral, cocaine, 
morphine or other drug habits are also responsible. 

On the other hand, while in female adult life there are some who 
allow themselves most unfortunately to suffer from these same 
causes, yet in the majority of women, of both young and middle 
Hfe, the cause, as a rule, can safely be attributed to malformations, 
with a lack of or undevelopment of some portion of the sexual or- 
gans, these conditions preying upon their minds until demented. 
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But a large per cent, are due to disturbances of menstruation, es- 
pecially amenorrhoea, either from chronic diseases, such as phthisis, 
or subsequent to an attack of typhoid or other acute fever, or pos- 
sibly in young girls who have been indiscreet, and who fear expo- 
sure because of an illegitimate pregnancy. Dysmenorrhoea, with 
or without menorrhagia, is also very frequently the disturbing 
cause of acute mania, which later will almost invariably and some- 
times completely improve upon the correction of these disturbances. 

Many eminent physicians of both state and private institutions 
for the insane now believe that a large proportion of the cases of so- 
called hysterics and hystero-epileptics, who enter asylums and be- 
come apparently incurably insane, have some organic affection pre- 
ceding, and possibly the sole cause of the mischief. It may not 
necessarily be diseases of the pelvis or parturient canal, but lesions 
' of any kind anywhere about the body may cause these disturbances. 
A nervous tendency may be inherited, predisposing the subject to 
hysteria upon the slightest provocation, such as a fit of passion, or 
perhaps "shock" due to the sudden death of a child, a husband, 
some friend or relative, or a meeting with some accident, as was 
most horribly illustrated recently^ following the death of the noble 
women at the Paris charity bazaar, many going insane immediately 
upon learning of the death of their loved ones. Even the receipt of 
good news suddenly conveyed has frequently caused insanity or 
even death. 

I About ten per cent, of all cases of insanity occur in women be- 
tween puberty and the menopause, and if statistics were more com- 
plete, I think this proportion might be divided between the gesta- 
tional, the puerperal, and the -lactational periods, especially propor- 
tioned at about 2.50, 2.25, and 1.25 per cent. Many acute attacks 
of mania I have no doubt might be reported during the gestational 
period, which are withheld, both by the physician and the jpatient's 
friends, out of respect for patient and her offspring, they fearing a 
public knowledge of the facts. 

Within the last three months I delivered a woman who had three 
very severe attacks during the gestational period ; one immediately 
after impregnation, one when about four and a half months preg- 
nant, and one just before delivery. The last attack cleared up im- 
mediately after the child was born, with absolutely no return since. 
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She is now so happy, clear-minded and strong, that I feel justified 
in attributing the attacks to her pregnant condition. 

The immediate cause of insanity during the gestational period 
is not thoroughly understood, at least, I have not been able to 
reason it out to my entire satisfaction. Siebold says there is respon- 
sible for it all stages of debility, either induced before parturition by 
want, intemperance, disorders of nutrition, or where rapid succes- 
sions of pregnancies and lactation are carried on simultaneously. 
That is to say, the woman has children so frequently that she may 
be pregnant several months while nursing her last child. I have 
seen this happen often, and lactation continued frequently even up 
to and beyond viability of the foetus, and now I recall one case of 
severe melancholia bordering upon insanity from this cause alone. 
I delivered the woman twice within ten months of two full-term 
children. Weakness from haemorrhage, or exhaustion from any 
disease followed by pregnancy, may cause insanity, especially in ex- 
ceptionally yotfng or exceedingly old primaparae. 

During the puerperal stage sepsis is the predominating factor. 
Olshausen has shown by clinical experience beyond the peradven- 
ture of a doubt that insanity is caused by pathological conditions of 
the parturient canal, which favor the absorption of septic material, 
and he is supported by such noted authorities as Fordyce Barker, 
John Siebold, Playfair, and Hansen. 

During the lactational period, and afterward the acute and 
chronic conditions which follow as sequelae, the neglect of these 
pathological conditions are responsible. Such as recurrent attacks 
of pelvic peritonitis, gastritis, endocarditis, etc., etc. 

A pathological condition, therefore, of the parturient canal, the 
pelvic or abdominal viscera, due either to trauma during parturition 
or secondary to any pathological condition, may cause dementia. 
But repair or cure of these conditions or disease will usually be fol- 
lowed by an early improvement, or possibly complete cure, of the 
mental disturbances. 

For instance, Rohe, Manton and Gillman claim that by castra- 
tion, especially for the removal of diseased ovaries, many patients 
supposed to be hopelessly insane have been very much improved 
and some cured; and the moral sense of the patient is elevated, she 
becomes tractable, orderly, industrious and cleanly. In support of 
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this view in Europe are recorded such authorities as Pozzi, Char- 
cot, Hansen, Playfair, Allbut, Babinski, and J. Y. Simpson. 

The three cases I have reported have, however, been diametri- 
cally opposed to the general principles of this rule, and it would at 
first sight appear necessary to record their mania as due to oper- 
ative interference. This has frequently been done by opponents to 
surgery, and had these cases fallen into other hands before their 
complete recovery, such a fact would undoubtedly have been be- 
lieved, and perhaps so reported. For such at first was the belief, to 
some extent, of the patients and their friends. But when later they 
returned to perfect health all such ideas were abandoned, and the 
return to a normal state of health is now fully credited to their 
operations, while their dementia is attributed to their pathological 
condition, requiring operation. 

I am also inclined to believe that in the first case the exhaustion 
previous to the operation and directly due to the torn womb, com- 
bined with the knowledge of her brother's kidney {rouble, was re- 
sponsible in a great measure, and perhaps entirely so, for her mania. 
The amenorrhcea was due, I believe, to what psychologists call 
suggestion. 

In the second case there was absolutely nothing, so far as I 
could determine, but the weakened condition of the general health, 
followed by the operation, responsible for her mental disturbances. 
The fact of her having borne no children from the time the lacer- 
ation took place until immediately after it was repaired, a period of 
ever ten years, must be taken into account, and may class it among 
the cases of climacteric insanity. However (if you will pardon the 
digression), it shows clearly that a healthy spermatozon had never 
during all these years entered the uterine canal because of contami- 
nation with foeces or decomposed secretions. For upon the elimina- 
tion of these foul secretions from the vagina, impregnation almost 
immediately followed. If this was not the cause of her ten years' 
sterility then her vitality was so much reduced that she had not a 
healthy ova to impregnate; or being impregnated, this new for- 
mation became emplanted in an endometrium devoid of 
nourishment. 

As to the treatment of these cases for the dementia, no special 
line was followed. If a tonic seemed to be indicated, it was given. 
If a sedative, such was given. And by your permission, at this 
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point, I would like to emphasize the effect of sedatives upon these 
demented conditions. The patient I before alluded to as having 
three attacks during the gestational period of pregnancy, I was 
called to see two weeks before labor fully set in. I found the os 
dilated at least three-quarters of an inch, with apparently normal 
labor pains, five minutes apart. She was, I supposed, undoubtedly 
in labor. I ordered very large doses of chloral and bromide, about 
two drams of each every half hour while awake, to soften the cervix 
and shorten labor, which they usually do most beautifully in my 
hands. Having retired for rest, about six hours afterward I awoke 
and ran to my patient, wondering why I had not been called to de- 
liver her, when to my surprise she slept most peacefully, with the os 
perfectly contracted, an effect exactly opposite to that expected, and 
she had been given about two drams each of bromide and chloral. 
After two days' rest she got up and did some of the housework for 
many days before labor again started to completion. 

These sedatives, therefore, I look upon as indicated in threatened 
labor, when such a condition is due to a nervous phenomenon. It 
will save the child by quieting the nervous system, and thereby also 
close the cervix to a norn^al condition. On the other hand, if the 
gestational period is complete and labor is normal they will just as 
surely soften the cervix and hasten the second stage of labor, with 
very much less suffering to the mother. 

My experience, also, is that in mental disturbances from any 
cause, very large doses are not only necessary to quiet the patients, 
but are, as a rule, exceedingly wxll borne by them. 
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TRANSACTIONS OF THE CHICAGO GYNAECOLOGICAL 

SOCIETY. 

Stated Meeting, June 18, 1897. 

The President, Addison H. Foster, M.D., in the Chair. 

Appendicitis^ with Foreign Bodies in the Appendix, 

Dr. Henry P. Newman: I have here several small bird shot, 
and one large lead missile, dumb-bell shaped, which I found in the 
appendix of a patient operated upon a short time ago. The history 
of the case is this: The patient is a young man, twenty-six years 
of age, of good family, rather high liver, with no previous history of 
any trouble whatever. In fact, the evening before he was taken 
sick, he was riding his bicycle, and had ridden it daily during the 
week. Sunday morning he got up, went to the closet, then to his 
room and complained of pain in the region of the appendix. A 
physician was called and found that the patient had a temperature of 
101°, a pulse of 108, tenderness of the abdomen with gaseous dis- 
tension, and some vomiting occurred during the day. I was called 
in the afternoon and saw the patient between four and five. A 
diagnosis of appendicitis was made. By palpation through the rec- 
tum and abdomen we could map out an abscess. The patient was 
removed to my private sanitarium, three blocks away, and oper- 
ated on at six o'clock. On opening the abdomen and making quite 
a deep dissection, I came upon an abscess of the appendix, which 
contained sero-purulent matter. The abscess was opened and the 
cavity drained, after which the patient did fairly well for four or five 
days, though drainage was unsatisfactory, and on Friday exploring 
the wound with my finger I came upon these small concretions. 
With a spoon curette I succeeded in getting out twenty of these 
small bird shot, and this large dumb-bell shaped bullet. It is now 
five weeks since the operation and the patient has gone on to com- 
plete recovery, the wound being now closed. 

Some eminent surgeons have taken the position that foreign 
bodies such as seeds, etc., are rarely found in the appendix and never 
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as causative factors in appendicitis. This case would seem to show 
that they may play an important part in the aetiology of the aflfection. 

Discussion. 

Dr. Binkley: You say you did not remove the appendix at the 
first operation? 

Dr. Newman : No, I simply opened the abscess and drained the 
cavity. 

The President: I did not observe that you spoke of the habits 
of the individual, which is an interesting point. 

Dr. Newman: He is a young man of good habits who lives 
well, and I believe birds were eaten by the family quite frequently. 
The patient was also in the habit of making periodical trips to Wis- 
consin, hunting and camping out, shooting birds, etc. It is possible 
that with the ravenous appetite developed by this vigorous occup.i- 
tion and outdoor life in eating game he paid too little attention to 
what he ate, and may have taken into his stomach bird shot at that 
time. This is a possible explanation of the manner in which the 
large number of these bits of lead found their way into the system. 

Dr. John A. Lyons: I see no reason why bird shot should not 
be found in the appendix of a person who frequently eats birds and 
ducks. I have myself frequently found bird shot in food of that 
kind. I would like to mention in this connection a case of appen- 
dicitis that came under my observation in a bicyclist who had ridden 
on a Sunday some fifty-six miles in a little over five hours. There 
was no one called to see him until the following Thursday, although 
a severe attack of appendicitis had developed, followed by a general 
peritonitis. The case was so far gone when I was called that I hesi- 
tated to operate; I therefore called in Dr. Ferguson, who operated 
on him, but the patient died. The excessive riding in this case I 
have no doubt brought on the peritonitis. As near as I could learn 
from the history given, the patient had been subject to recurrent at- 
tacks of appendicitis, hence I would recommend any one who has 
suffered from an attack of this disease to avoid not only bird shot 
but also over-indulgence in bicycle riding. 

Uterus and Annexa: Ruptured Tubal Pregnancy. 

Dr. Lester E. Frankenthal: The first specimen was sent to 
me, with the special request of the physician that I am not to men- 
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tion his name, inasmuch as he does not wish the relatives to know 
that the uterus and anriexa are in his possession. He was called in 
about four or five minutes previous to the death of the patient and 
obtained this specimen on post-mortem, having made a diagnosis of 
internal haemorrhage. The patient was twenty-eight years old, had 
been married two years, but had never been pregnant. Three or 
four months previous to this date, June i, the external os was dilated 
for the purpose of making impregnation more likely. Her menses 
had ceased for two months, when, on the ist of June, about nine 
o'clock in the morning, she was seized with violent abdominal pains. 
At eleven she sent for a physician. At one o'clock the one who 
gave me the specimen was called; five minutes later the patient was 
dead. 

The specimen is a very beautiful one, for various reasons. The 
abdomen was filled with clots reaching up to the diaphragm, though 
no elevation of the bed had been made. The points of particular in- 
terest in the specimen and history are: i. In the centre of one 
large clot this body was found encysted, the membranes intact still 
containing the foetus. 2. She had never had a haemorrhage. 3. 
She had never passed a decidua. 4. On opening the uterus we find 
the cervical plug still intact, and (5) the decidua can be most beau- 
tifully demonstrated in situ. 6. The tube on the left side is the one 
that ruptured, the rupture being on the posterior superior border of 
the tube, midway between its uterine and fimbriated extremity. 

7. A corpus luteum is contained in the ovum of the same side. 

8. Upon careful inspection there is a tendency, you will notice, on 
the part of the tube to twist (spirals). 9. The whole specimen shows 
the exsanguinated condition of the patient. 10. The hypertrophy 
of the uterus is likewise an interesting featuroiv 11. It is said the 
nearer the uterus the rupture of the tube, the more severe the haemor- 
rhage; this rupture is midway and still it caused the patient's death. 
12. This case demonstrates the oft-disputed possibility of death 
from haemorrhage and shock in extra-uterine pregnancy. 

Specimens of Extra-utcriiic Pregnajicy. 

The next specimen is one of extra-uterine pregnancy, this being 
a tube with the cystic ovary. I happened to have three 
extra-uterine pregnancies in quick succession, all of them of 
three extra-uterine pregnancies in quick succession, all of them of 
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the right side, and all complicated by a cystic ovary. Possibly the 
cystic condition maybe utilized in considering the aetiology of extra- 
uterine pregnancy, and possibly they were all of mechanical origin 
(the pregnancy). 

Here is the other specimen which likewise contains a cystic 
ovary, and which was removed before rupture. 

In a paper read before this Society about a year ago I stated that 
I believed it was wiser not to go in through the vagina where the 
pregnancy was far advanced, and where there was a possibility of 
previous rupture; but where the Fallopian tube was still peduncu- 
lated, and where therefore we could remove it in toto, I advised en- 
tering through the vagina. 

I made a diagnosis of extra-uterine pregnancy about eight weeks 
ago during my service at St. Luke's Hospital, but for some reason or 
other I permitted myself to be persuaded that the case might be 
one of pelvic abscess on account of high temperature (anaemic and 
absorbent) ; consequently I went in from below, and the bright red 
haemorrhage which I encountered made me feel exceedingly un- 
comfortable; so much so that several hours after the operation I 
tamponed as thoroughly as I could from below, thinking it might be 
necessary at any time after the operation to go in from above to 
check the haemorrhage. 

The other specimens are likewise of extra-uterine pregnancy. 
This one contains a cystic ovary. Here is another extra-uterine, and 
here another. I have had six cases of extra-uterine pregnancy since 
reading my paper. 

I have here a foetus which I brought along simply on account 
of the female genitals. This specimen demonstrates very nicely the 
spirals described by Freund, and especially is this to be seen on the 
left side. 

This specimen is of interest because of the patient's history. I 
think she menstruated the last time in April, 1896. She did not 
menstruate in May, June or July. She spotted (?) in August. I put 
her to bed, thinking I could save the pregnancy, and there she re- 
mained four weeks. She again spotted (?) sometime in the following 
month, and on the 13th of December I was called because she was 
in actual labor and expelled this decidua. The decidua therefore was 
retained at least five or six months after the primary interruption of 
pregnancy, and I suppose that occurred some time during the 
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month of August. The patient was examined by Dr. Roler in Sep- 
tember, and he agreed that the secundines were still retained; inas- 
much as the patient neither suffered from the effects of haemorrhage 
nor had any elevated temperature, she was permitted to get up and 
get about until she went into labor in December. 

The next specimen is a uterus removed per vaginam on account 
of excessive haemorrhage. It is beautiful because almost every pos- 
sible variety of fibroma can be demonstrated on it, pedunculated, 
subserous and mucous, intramural, etc., etc. 

Discussion. 

Dr. Henry P. Newman: Before the meeting was called to 
order I noticed the first specimen that was exhibited by Dr. Frank- 
enthal, and it is a beautiful illustration of the progressive enlarge- 
ment of the uterus in extra-uterine pregnancy, inasmuch as other- 
wise a normal condition of affairs exists, there being no salpingitis. 
The extremities of the tubes are still intact, and there is no closure 
of the fimbriated ends. The uterus corresponds to a three months' 
uterine pregnancy. Nothing could better illustrate the action of 
the normal uterus in cases of extra-uterine gestation, arid it also 
explains one difficulty of making a differential diagnosis in the early 
months, the size and contour of the uterus being the same in intra- 
uterine and extra-uterine pregnancy up to the second or third 
month. The other specimens are also of interest. 

Dr. C. S. Bacon: In connection with the vaginal operation we 
frequently hear the assertion made that packing was resorted to to 
prevent haemorrhage, and yet that is not very satisfactory. Now, 
in the case of extra-uterine pregnancy reported by Dr. Frankenthal, 
where the incision was made into the vagina, I would like to ask him 
if it would have been possible, by means of successive ligatures or 
sutures applied to the uterus, to draw down the annexa so as to 
apply clamps or ligatures directly to the bleeding vessels. 

Dr. Frankenthal: The haematocele reached up as far as the 
umbilicus before the operation and, after emptying the haematocele, 
of its clots the haemorrhage was so extensive I feared that pregnancy 
had possibly advanced more than I thought when I started to oper- 
ate, and that there might be a partially adherent placenta retained, 
from which the haemorrhage came, and, in reference to ligating off 
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the annexa, inasmuch as I did not know which side it came from, I 
tamponed and watched the patient in the hospital, then came back 
a few hours afterward to see whether I had checked all haemorrhage. 
If I had not done so, considering the size of the haematocele, I 
should have preferred to open the abdomen secondarily and to have 
checked haemorrhage that way. I was delinquent in one thing in 
this operation. It would have been an easy matter to have intro- 
duced an aspirating syringe previous to making the incision and, 
having found blood, to have changed my tactics and to have gone 
in from above. 

Dr. T. J. Watkins: The case of death by haemorrhage from 
primary tubal rupture is interesting, in that it at least shows that 
there is danger in these cases of death. At the American 
Gynaecological Society last year a number of prominent surgeons 
made the statement that they had never known of death occurring by 
haemorrhage from primary tubal rupture, notwithstanding the fact 
that a city physician of Philadelphia reported a large number of 
cases that he found on autopsy where death was due to this cause. 

Relative to the incision of haematomas due to extra-uterine preg- 
nancy, it does not seem to me to be of any special importance if a 
vaginal incision is made in cases that should be operated by the 
abdomen for, after the blood is removed, if there are indications for 
an abdominal section the abdomen can be immediately opened. The 
removal of blood by the vagina would facilitate rather than com- 
plicate the abdominal operation. I, therefore, do not believe that 
it was a mistake for Dr. Frankenthal to operate upon the case men- 
tioned by vaginal incision. 

Dr. John T. Binkley, Jr.: If I understood Dr. Frankenthal 
correctly, he spoke of the mechanical influence of large cystic 
ovaries in producing tubal pregnancy. I would like to have him 
state in what way. 

Dr. Frankenthal: Either by direct pressure or by the inflam- 
matory condition which the cystic ovary produces. 

Dr. Albert Goldspohn: I have not much sympathy with at- 
tacking a case of extra-uterine pregnancy with such extensive ex- 
travasation, as in the first case described, through the vagina. There 
is not very much reason in such a procedure. Extra-uterine preg- 
nancy is usually a sterile affair, and we can deal with it through an 
abdominal incision, and frequently can close the abdominal wound 
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without drainage. This is one reason why it is but slightly objec- 
tionable to treat it as an ordinary laparotomy, and the large extrava- 
sation certainly suggests the possibility of the operator not being 
able to do everything that may be indicated. 

A Case of Eclampsia. 

Dr. Frankenthal: I should like briefly to report a case of 
eclampsia, the previous history of which was this: The patient had 
convulsions during the time of detention; at three years of age 
whooping cough; soon after that there developed a left femoral her- 
nia; she wore a truss up to the seventeenth year, then the hernia 
was spontaneously cured. She had measles at five; a little later 
chicken-pox; at ten she had typhoid fever, and at thirteen pleurisy, 
confining her to bed for one month. She was afflicted with these 
diseases up to the seventeenth year, when she had a genuine attack 
of malaria. From then on, until the twenty-eighth year, she was 
occupied with work at the Hull House, and while there was taken 
down with diphtheria. She menstruated at sixteen regulariy. Her 
family history is good. She was in the habit of rising once during 
the night for the purpose of urinating during the last four years. She 
complains of no headaches, no eye symptoms. The condition of 
the kidneys was not known previous to pregnancy. She is the wife 
of a physician. She was married in November and became preg- 
nant about the middle of December. On the loth of May there was 
noticed oedema of the lower extremities; the urine was examined 
and contained a cloud of albumen; quantity of urea was normal; 
casts were absent. About the twenty-first of May the oedema of the 
lower extremities had disappeared. There was considerable pain 
at this time in the back, slight nausea, no headache, no pain in the 
pit of stomach. On the evening of May 26, about eight o'clock, 
there was extreme oedema of the face and upper extremities, so that 
the doctor again examined the urine, and found albumen by the heat 
and acetic acid test. The albumen came down in such density that 
he could invert the tube; it was solid. At two a. m. of the same 
night the first convulsion occurred. Chloroform was at once g^ven, 
and during the night two hypodermics of pilocarpine were given, 
and the patient was seen at five o'clock the next morning by Dr. W. 
A. Phillips. Between four and five she became unconscious, and 
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was in this condition when I saw her at about eleven. She was 
cyanotic, bleeding from the mouth where she had bitten her tongue; 
had had twelve convulsions up to eleven, the last ones coming every 
thirty minutes. There was slight oedema of both lungs. With the 
assistance of the husband and Dr. W. A. Phillips, as well as two 
nurses, the patient was anaesthetized, the pubes shaved, and I pro- 
ceeded to dilate the os. I tried to dilate it first with a Goodell's 
dilator, then I used Barnes' dilators, but was unsuccessful. Dilata- 
tion of the OS was next to impossible. Barnes' bag was used, but I 
broke two of them. The patient's condition was growing alarm- 
ing, so I made two Diihrssen incisions and dilated the rest of the 
lower uterine segment gradully and slowly with Barnes' bag, made 
ver^on, extracted the foetus, and expressed the placenta. The 
foetus lived about an hour; in other words, after I was through with 
the operation the foetus was still breathing, but expired shortly 
thereafter. Its age was five and a half to six months. I immedi- 
ately sewed up the incisions, although I believe this is not recom- 
mended. At any rate, the only literature I remember in this coun- 
try is by Dr. Clifton Edgar, of New York, and I believe he does not 
sew up the cervix. The patient ipade an uneventful recovery. She 
was given veratrum, after the operation; was put in between blan- 
kets and given hot air baths. Veratrum was given in twenty-minim 
doses, hypodermically, repeated in an hour. The pulse dropped 
very considerably. At first it was 130 or 140 at eleven or twelve 
o'clock at noon, and by the evening the pulse was between 70 and 
80. There was profuse sweating. The albumen is decreasing in 
the urine, but still a few casts can be found. It is about nineteen 
days since the patient was delivered. 

Discussion. 

Dr. C. S. Bacon: The treatment of eclampsia is a subject upon 
which there is very little agreement among obstetricians, and prob- 
ably there will not be until the nature of eclampsia is better under- 
stood. I suppose this case is given as proof that the immediate 
emptying of the uterus was the right procedure, because the out- 
come was good. Such a conclusion would not be justified. The 
question of rapid delivery is still a very important one, and not yet 
decided. Inasmuch as one-fourth of all cases of eclampsia occur 
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after labor, and so long as the attacks do not cease after delivery in 
from thirty to forty per cent, of all cases intra-partum, it is some- 
what doubtful whether the immediate emptying of the uterus is so 
urgently indicated, or is a measure to be advised. It is true that the 
results of Professor Zweifel in Leipsic have been quite favorable 
toward emptying the uterus. He finds that the mortality has de- 
creased one-half during the last four or five years since he has re- 
sorted to the method of rapid delivery. On the other hand, the re- 
sults of Professor Chrobak in Vienna seem to contra-indicate rapid 
delivery in cases of eclampsia. It is a question in Dr. Frankenthal's 
case whether the good result was due to the rapid emptying of the 
uterus, which is certainly a dangerous procedure in many cases, or 
to the after-treatment, the rapid elimination by means of the skin 
and of the kidneys, and the medicinal treatment instituted. I would 
call attention in this connection to one medicinal measure which I 
believe is important, and that is the hypodermic injection of salt so- 
lution in the treatment of eclampsia. It has not only given good re- 
sults in the cases in which it has been used, but it also seems, theo- 
retically, to be a valuable means. It acts chiefly as an eliminant, as 
it certainly is, and also by diluting, the poison which we have reason 
to believe, from the observations and experiments that have been 
made with blood serum, exists in the blood of eclamptics, although 
this point is not absolutely proven. It seems probable that the tox- 
icity of the blood serum of eclamptics is very considerably in- 
creased, and if any means of diluting the blood serum, as well as 
eliminating the toxic element, is indicated, the use of salt solution by 
hypodermic injection is one of the most valuable means to employ. 
That, if taken in conjuction with venesection, hot baths, and with 
sufficient morphine hypodermically to control the spasms, is as a 
rule, a safer procedure than the rapid emptying of the uterus. 

Dr. Frank Cary: I have been very much interested in hearing 
the report of Dr. Frankenthars case, and personally I have always 
favored rapid delivery, particularly in such a case of eclampsia as 
he speaks of, and I remember very distinctly in a case I had with 
Dr. Watkins of encountering the same difficulty that he did in re- 
gard to dilatation of the cervix. Barnes' bags and ever}'* other 
thing proved ineffectual in dilating the cervix in that case. 

While I was in Vienna last year I was astonished to see the 
manner in which cases of eclampsia were treated in Schauta's and 
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Chrobak's clinics, where every case of eclampsia that I saw was left, 
so to speak, to itself. They did not resort to rapid or forcible de- 
livery in any case that I saw there, but simply gave attention to 
rapid elimination by the skin and kidneys, and I believe the use of 
salt solution. It is rather hard in these cases to stand by and do 
nothing, and yet the question of interference is an open one. I am 
not prepared to lay down any rule for guidance in these cases, but 
I should be governed largely by the individual case. It is neverthe- 
less a fact that those cases in which rapid delivery is resorted to are 
among the most successful. Personally, in a case similar to Dr. 
Frankenthal's, I should follow the same method that he did. 

Dr. Alex. H. Ferguson: As Dr. Bacon has just mentioned 
subcutaneous injections of saline solution in cases of eclampsia, I 
might draw the attention of the Society to the experiments and prac- 
tical work of Barre of Paris. He not merely makes transfusion of 
salt solution, but performs venesection at the same time. This is 
done to lessen the toxins in the blood, in septic conditions, in 
uraemic convulsions, in scarlatina, etc. He holds that in the elimi- 
nation of poisons from the system by the kidneys, venesection stands 
second in importance. It is quite doubtful whether rapid evacua- 
tion of the uterus does the good per se in these cases, but that it is 
the amount of blood that is lost which does the good. As a means 
of eliminating poisons from the blood, venesection is important. 

Dr. John T. Binkley, Jr.: I have had the misfortune to have 
three cases of eclampsia this year in consultation. One was with 
Dr. Alassey, a block or so from my hospital, in which the convul- 
sions came on after labor. The treatment consisted of the hypoder- 
mic injection of Norwood's tincture of veratrum, thirty minims, 
three injections being given in three hours, and half-grain doses of 
morphine. 

Two or three months ago I was called to see another woman, by 
Dr. Eastlake. She had been delivered early in the morning. She 
had a convulsion immediately after the delivery of the child, and 
just as I entered she began to have another. She was a full-blooded, 
stout working woman, and Dr. Eastlake began at once to administer 
chloroform. I opened a vein in her arm, drew off a glassful of 
blood, and as quickly as possible gave a hypodermic injection of 
veratrum, thirty drops. Both of these patients recovered. I was 
led to do this because of the teaching I received from Dr. Reamy, 
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of Cincinnati, who was connected with the college in which I at- 
tended lectures. A year ago last May I attended the meeting of the 
American Gynaecological Society, and the consensus of opinion was 
in favor of tincture of veratrum viride and morphine in these cases. 
Dr. Reamy has a very large obstetric practice, as has Dr. Mitchell, 
his son-in-law. He reported very carefully a great number of cases 
of eclampsia to the Society, and the general opinion was that ver- 
atrum should be administered in these cases. The men who favored 
its administration were men of large experience, and careful think- 
ers. Dr. Reamy laid great stress upon the subsequent use of large 
doses of morphine hypodermically. 

A third case which I saw terminated unfortunately about sixty 
days ago. Dr. E. C. Williams called me about five o'clock in the 
morning. In this case the family was exceedingly solicitous, as a 
friend had died of eclampsia; this, together with the fact that the 
most cordial social relations existed between the family of the pa- 
tient and the attending doctor, made the doctor doubly cautious. 
Only a few days before the convulsion, he detected a trace of albu- 
men in the urine. From this moment until convulsions occurred, 
he gave the case special consideration, and upon the appearance of 
the first convulsion, he called me in consultation. I responded 
promptly to the call with my surgical nurse and every necessary ap- 
pliance for an immediate delivery of the patient. Almost immedi- 
ately upon entering the house, the patient had a third convulsion. 
The vagina was exceedingly small, and it was necessary for me to 
dilate the vagina with Barnes' bags. Following the dilatation of 
the vagina, I used a steel dilator to make the primary dilatation of 
the cervical canal. This I followed with Barnes' bags, until I was 
enabled to slip the forceps over the head. During this entire 
process of dilatation, which probably consumed about thirty min- 
utes, the patient was kept thoroughly anaesthetized. I made firm 
traction on the forceps for something like twenty or thirty minutes 
when a violent convulsion caused delivery, with extensive lacera- 
sion of all the soft parts. It seemed to me as if the uterus had 
been torn from the vault of the vagina. Realizing the extensive re- 
pairs necessary, and care which would ht required, I had the patient 
removed at once in the ambulance to the hospital which is but a 
few blocks away. After careful flushing and irrigation, the tears 
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were repaired. Almost immediately following the operation, the 
patient died in a convulsion. 

If there is any gentleman here who was at the meeting of the 
American Gynaecological Society, he will remember the discussion 
on this subject, and the consensus of opinion was the free adminis- 
tration, thirty drops, and even one-dram doses, of tincture of 
veratrum, hypodermically, and repeated, followed with maximum 
doses of morphine, hypodermically. 

Dr. Lester E. Frankenthal: I was not present at the meet- 
ing referred to of the American Gynaecological Society, but I dis- 
tinctly remember their Transactions, in which it was stated that the 
administration of veratrum should be continued on following days, 
if necessary, four or five doses on subsequent days. Personally, I 
am afraid of morphine, for the reason that in several cases I have 
observed its effect upon the kidneys. In one patient, on whom I 
have used it repeatedly there is an absolute cessation of secretion 
for eighteen hours afterward. The patient of whom I spoke had 
eleven convulsions at the time she was seen by me; there was begin- 
ning oedema of both lungs; she was unconscious; the albumen test 
was solid. I do not believe that I would hesitate to rapidly de- 
liver in these cases in view of the possibility of lacerating the soft 
parts. We are liable to have tears, but we are prepared to repair at 
once any damage that is done. On the other hand, excluding that, 
I cannot possibly see any dangers whatever. We proceed asepti- 
cally and antiseptically to prepare the patient just as we would for a 
vaginal hysterectomy, and I see no more danger in performing rapid 
delivery in eclampsia than in the other conditions. Had I seen this 
patient early I perhaps would not have delivered at once. I should 
have done as they do in Vienna, put her between blankets and turn 
on a hot air bath, and give her salines per rectum and likewise under 
the breast, a treatment, by the way, which this patient received after 
delivery. She received 6-10 of i per cent, salt solution in either 
breast, and rectal injections of salt solution. I am sure every one 
who would have seen the desperate condition of this patient, would 
have agreed in resorting to rapid delivery. Considering that she 
had eleven convulsions, oedema of the lungs, was unconscious, cyan- 
osed, etc., I think every one would have done the same thing. Dr. 
Bacon argues that from thirty to forty per cent, of the cases have 
return of convulsions after labor; this is too high, for Olshausen, in 
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a collection of two hundred cases, shows no return of convulsions in 
eighty-five per cent.; not thirty to forty per cent., as Dr. Bacon 
states, but fifteen per cent. Likewise does Olshausen state that 
he has never seen a patient recover after the fifteenth convulsion. 

I likewise agree with Dr. Ferguson that the haemorrhage during 
delivery is of great use, inasmuch as in plethoric patients it saves 
venesection. 

Exhibition of Unique Microscopic Sections of Papillovia and Card- 

noma of the Tnbes^ with a Reviezv of Cases Treated by 

Ale at St, Luke's Hospital During One Year, 

By T. J. Watkins, M.D. 

(See page 238.) 

Exhibition of Specimens. 

Dr. Emil Ries: The first specimen I show you is a left tubal 
cornu from a case of adeno-carcinoma of the tubes, where there is a 
combination of two neoplasms, adeno-myoma and adeno-carcinoma. 
Under low power you will see the tubules of the adeno-myoma, as 
well as the carcinomatous particles. 

In the field toward me you will see carcinomatous masses, and 
in the other direction masses of the adeno-myoma. I have here a 
part of the tube which shows adeno-carcinoma with a deviation of 
the tube, and it shows you the difference of the carcinomatous struc- 
ture in the cavity of the tube and under the peritonaeum. Under 
the peritonaeum there are solid masses of carcinoma, and in the cav- 
ity you have a papillomatous condition. 

I have here a specimen from a case of carcinoma of the tubes, 
and you will see the papillomatous structure of the neoplasm in the 
cavity of the tube. This is a perfectly unique specimen, because in 
the six cases of the literature of the subject there is not one with 
adeno-myoma, and here is a complication of adeno-myoma and car- 
cinoma. The importance of adeno-myomas in the formation of ma- 
lignant neoplasm in one case, and malignant papilloma in the other 
is great. I do not think adeno-myoma has anything to do with the 
formation of papilloma or papillo-carcinoma. Adeno-myomas of 
the tube are frequent tumors; they are by no means rare, although 
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the time is comparatively short since they were known. I find that 
adeno-myomas occur in almost twenty per cent, of all cases of 
tumors. 

I have here one section of a tube showing thickening of the tube 
in consequence of adeno-myoma with papillo-carcinoma. In look- 
ing at this with the microscope you can see the cavities of the adeno- 
myoma in dark or blue lines, while the carcinoma shows dark or 
blue \nasses. 

As to the plastic work on the tubes which Dr. Watkins did, in 
some recent examinations of tubes on which operations have been 
performed, they give some unexpected vistas into the future of 
tubal plastic work. It seems to be unnecessary to try to preserve as 
much as possible of the tube. A little stump of the tube is alt that 
is necessary to preserve. The little stumps of the tubes, even where 
they have been ligated, remain open ; they do not close up, leading in 
many cases to the formation of some exudate. In other cases par- 
ticles of ovaries have been left and led to the formation of preg- 
nancy in the uterus, where pregnancy was supposed not possible to 
occur, because the tubes and ovaries were said to have been re- 
moved. There are three cases on record in this country where 
pregnancy occurred after the removal of both tubes. 

I have three cases of tubal stumps which have remained open 
after removal of the appendages. They are perfectly permeable 
from the cavity to the peritonaeal end. I have published some of the 
cases in the Archiv. fUr Gyncekologie and cases of papillo-carcinoma 
were published in the journal of the American Medical Association, 
May 22, 1897. The drawings I have made from this paper pub- 
lished in the journal will show the condition of the tubes better than 
the few microscopic specimens which I can show you to-night. 

Discussion. 

Dr. Lester E. Frankenthal: I am glad that an opportunity 
oflers itself for me to publicly congratulate Dr. Watkins upon his 
excellent work during the last year. He is to be congratulated (i) 
upon his good fortune in meeting so varied pathological conditions 
of the female genitalia, and in two particular instances the cases are 
unique; (2) he is to be congratulated also upon his conservative 
methods. His igni-puncture of small cystic ovaries is a conserva- 
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tive way of treating the tube, excision of the tumor in the middle of 
the tube, and sparing the remainder of it; (3) he is to be congratu- 
lated upon his most excellent results. 

The case of general puerperal peritonitis was referred to him by 
me, and I asked Dr. Watkins to operate on the woman. She was 
in a moribund condition when admitted to the St. Luke's Hospital, 
so that it is hardly fair that this case should be included in his mor- 
tality list. His mortality summary is about one and three-quarters 
per cent. This is a record unsurpassed by the gynaecologists in our 
>£ountry. 

On account of the late hour, I believe I had better not discuss 
in detail the methods employed in the various conditions spoken of, 
in the paper; but I would like to recommend to the members to try 
ovarian extract, after removal of the ovaries, and likewise in treat- 
ing the symptoms of the natural climacterium. I have had excellent 
results with it. The patients do not complain as severely as they 
do otherwise, and in only one instance did I get an erythema follow- 
ing the administration of it. I have used Armour & Go's, ovarian 
extract. 

I should likewise urge the use of formalin catgut for intra-ab- 
dominal ligatures. Our results have been excellent with it. It is 
tougher than any catgut I have ever used. Through the painstak- 
ing efforts of our assistant superintendent of the Michael Reese Hos- 
pital Training School — Miss Tooker — we have a superior catgut. 
This is her method : 

1. Roll tightly, single layer on one-half-inch glass rod. 

2. Immerse for forty-eight hours in two per cent, or for twenty- 
four hours in forty per cent, solution formalin. 

3. Wash for an hour, changing water frequently (3-4X). 

4. Immerse in sterilized water for twenty-four hours. 

5. Boil for thirty minutes. 

6. Preserve in sterilized alcohol, containing two per cent, solu- 
tion .iodoform. 

7. This catgut will not stand a repetition of the boiling; it seems 
to grow brittle. 

Dr. Wm. H. Rumpf: I desire to add a few words of congratu- 
lation to those already spoken regarding the excellent paper of Dr. 
Watkins. I have enjoyed it very much. I am sorry that we do not 
have more resumes of work done in this manner. The only way 
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nowadays by which we can learn is to compare our work. We can 
learn a good deal from these practical results. 

We are also indebted to Dr. Ries for this pathological demon- 
stration. This is another point that we are very lax on. Our cases 
are not utilized; we do lots of operating, and the specimens are put 
in alcohol and left there. If we examined our specimens more 
closely we would be able to adopt better methods of treatment and 
do more scientific work. 

The paper of Dr. Watkins covers so much of the whole field of 
gynaecology that one might spend hours in discussing it. 

Dr. Alex. H. Ferguson: I wish to congratulate Dr. Watkins 
on his excellent paper and his good results. These results are equal 
to any obtained in any place, I believe. The paper covered so much 
ground and so many subjects, that it is practically out of question 
to discuss it this evening. While he was reading it there was one 
point that struck me, with regard to the case of vaginal section for 
a double suppurating ovarian tumor that died from sepsis, and a lit- 
tle later on he remarked that he did not flush the abdomen in a sin- 
gle instance. It occurred to me that flushing of the abdomen in 
those cases is a good thing and sometimes prevents rapid absorption 
of septic material after the operation, and obviates subsequent bad 
results. We know that in appendicitis, and the same holds true with 
salpingitis. We have been told by some surgeons simply to do 
nothing but open, mop out and drain. Before that we had a period 
of flushing. I have tried both very thoroughly. I think I will be 
able to prove that in all of those cases in which there is sepsis and 
where the septic matter is more or less circumscribed, as in the pel- 
vis or in chronic cases of appendicitis, we have better results by 
thorough flushing at the time of operation. 

Dr. Henry P. Newman: I also feel grateful to Dr. Watkins for 
presenting the results and details of this large amount of work. As 
has been stated, the work is so extensive and covers such a large 
field, that it is impossible to discuss it. 

Dr. John A. Lyons: I congratulate Dr. Watkins on his won- 
derful success and painstaking, careful work. I have listened with 
interest to his report. 

Dr. Watkins (closing the discussion): Dr. Ferguson's criti- 
cism relative to irrigation may be a good one in some instances. The 
case of double suppurating ovarian tumor that died might have re- 
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suited differently if I had washed out the pelvis thoroughly instead 
of trusting to dry mopping and drainage. 

Mental Disturbances folloiving Plastic Operations, with Report 

of Cases, 

By John A. Lyons, M.D. 

(See page 267.) 

Discussion. 

Dr. Henry P. Newman: The subject of this paper is one that 
I have always felt very much interested in, and some of you will re- 
member that I presented to the Society some years ago a paper on 
an allied subject. While recognizing sepsis as a causative factor in 
nervous and mental disturbances following operation, we should not 
belittle the importance in this regard of the direct mental effect and 
relative shock of all surgical procedure — in greater or less degree 
depending on the length of the operation, the quantity or duration 
of the anaesthetic, the amount of haemorrhage, the extent of trauma, 
and not a little on the nervous susceptibility of the patient. While 
I regard shock as largely physical, the mental condition plays an im- 
portant part. In the case of a nervous, high-strung woman, easily 
excited, unable to bear pain, with a great and increasing dread of 
anaesthesia and of operation, is it any wonder that she should be 
affected and should lose control of her will power, and that an ex- 
plosion should take place following operation or recovery from the 
anaesthesia. Some writers lay great stress upon the predisposing 
causes, such as heredity, the state of the patient prior to or at the 
operation, the condition of alcoholism, contagious disease, etc. An 
important element which we overlook in our patients is the influ- 
ence of dread and disturbed nutrition, which may come from it, as 
well as the prior condition of the patient, in the results of our oper- 
ative procedure. I think we can do a good deal of creditable work 
along the line of prophylaxis in this class of cases. We should care- 
fully guard against sepsis; not give too large a quantity of the 
anaesthetic and prolong the operation. The operation should be 
done as rapidly and as expeditiously as possible. Then, too, the 
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maintaining of bodily heat at the operation and subsequently is ex- 
tremely important in preventing some of these untoward results. 

Dr. Binkley: I would like to ask Dr. Lyons if he stated that 
two drachms each of bromide and chloral were given in the case re- 
ferred to. 

Dr. Lyons: As near as I can judge, that amount was given. 

Dr. Newman: I would suggest the use of bromides as a pre- 
ventive, also the use of alcoholic stimulants. 

The President: I have seen a similar eflect upon the os, as 
has been described by the essayist, with restoration of the uterus, 
where there had been undue nervous symptoms, etc. 

Dr. J. T. Binkley, Jr. : It is hardly possible that sepsis was a 
factor in these cases. Dr. Dodds has also reported a good result 
in one of these cases at the end of eight days. He removed the 
silkworm gut sutures, and it is hardly probable that any sepsis en- 
tered into the cause of the insanity in his case. I have never seen 
any such reflex symptoms follow this class of work done by myself, 
or in the observation of the work of other men. Situated as I am, 
for the last seven years I have seen a goodly number of cases, but 
I have never seen any case of insanity following such surgical pro- 
cedure. There is no doubt that every patient who comes to us for 
operation, whether man or woman, prepares himself for 
this ordeal with a great deal of mental worry, and the relaxation fol- 
lowing it is undoubtedly a prominent factor in the causation of the 
mania in these two cases. 

Dr. Albert Goldspohn: ^ I agree with Dr. Newman that the 
psychological element should certainly not be forgotten, but I be- 
lieve it is the opinion of specialists in mental diseases that most of 
these cases are due to sepsis or to intoxication with some drug or 
drugs. I have only had one case of mental disturbance following 
a comparatively minor operation. The woman became acutely 
maniacal and required restraint. She recovered, however, after fully 
half a year. The operation was amputation of the cervix with res- 
toration of the pelvic floor. The case was free from any suspicion 
of sepsis. I have a suspicion that the small amount of iodoform 
used may have played some role in the causation of the mental dis- 
turbance. It was not due to the urine. But I have seen iodoform 
poisoning undoubtedly when it was not found in Jhe urine by ordi- 
narv tests. 
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As to the role of major gynaecological disease, when the uterus 
and appendages are involved, there the field is very great for mental 
disturbances following surgical interference. I think the gynaecol- 
ogist would be a very useful man in charge of females in insane asy- 
lums. During the last nine months I have had two cases that I re- 
call to mind that are somewhat interesting. One was a woman with 
chronic metritis with a badly torn cervix and pelvic floor, enlarged 
cystic ovary on one side with a thickened tube and ovary less 
diseased on the other, who was advised to be operated by her phy- 
sician several years ago, but she yielded to her natural dread of all 
operations until at this time. Then she became mentally deranged 
to the degree of having fixed delusions, and was very badly troubled 
with insomnia. She frightened every one of her relatives, and at 
that time they were opposed to any operation that was advised. It 
seemed to me, from the prospects in the case, it would be better if 
menstruation were preserved, and therefore I pursued the conser- 
vative plan. I resorted to a vigorous curettement, followed by 
liquid caustic and amputation of the cervix, with the removal of the 
ovary and tube on one side, and resection of the ovary on the other 
side, which was destroying the cystic follicles, and finally repair of 
the pelvic floor. The immediate results were exceedingly satisfac- 
tory. Convalescence was smooth, but after she had returned home 
about three months she would have slight mental disturbance at the 
time of menstruation, and I felt now that it would have JDcen better 
probably to have removed tlfe uterus and other organs so as to do 
away with menstruation. 

Another patient had chronic metritis, a torn cervix, marked ret- 
roversion, torn perinaeum and diseased appendages, cystic ovary on 
one side, and less so on the other. This patient was the mother of 
several children. She had become so disturbed mentally that she 
could not sleep without a reasonable amount of hynotics. She would 
rave at night, had fixed delusions that certain parties were in league 
against her, and this form of the delusions was a perplexing thing to 
me in deciding what to do. I decided, however, to proceed radi- 
cally, yet retain menstruation, if possible. A curettement was done, 
the cervix prepared, and the appendages, tube and ovary on one side 
removed, resection on the other side, shortening of the round liga- 
ments within the abdomen supplemented with ventral fixation, and 
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finally repair of the pelvic floor, leaving one ovary to functionate. 
That woman has recovered in toto. 

Dr. John A. Lyons: In reply to some of the statements that 
have been made, in neither of my cases was there sepsis, and I 
hardly think there was iodoform poisoning. Last evening I de- 
livered a woman from whom I had removed a suppurating tube and 
ovary about two years ago, and within twenty-four hours she took 
about two drams and a half each of chloral and bromide, with but 
little effect if any in quieting her nervous symptoms, and in the 
other case reported two drams was given in six hours for after-pre- 
scribing. I had gone to sleep, and had slept about six hours, and when 
I awoke I was, like Dr. Binkley, very much alarmed. I examined 
the patient immediately, saw that she was sleeping nicely, and found 
the OS closed. I was satisfied to let her continue in this way. 

Dr. Henry P. Newman: May I add a word in regard to this 
matter of sepsis? While I believe in it, I would call attention to the 
fact that many of these cases of insanity follow minor procedures. 
The object of my previous remarks was to draw attention to minor 
conditions outside of sepsis, and I would refer to a tabulation of 
eight cases of insanity reported by Dr. Noble following perinaeor- 
rhaphy. We can hardly assume that eight cases of insanity would 
follow perinaeorrhaphy in the practice of so good an operator as Dr. 
Noble, of Philadelphia, without other cause than sepsis. 

Dr. Alex. H. Ferguson: I was called in consultation in a case 
where perinaeorrhaphy had been done, and the woman developed 
acute mania and died. The fact of it being a perinaeorrhaphy 
strengthens the theory of septic infection because we have two sep- 
tic tracts which can only be rendered comparatively clean, and in the 
repair which takes place there is a certain amount of sepsis. An 
anatomical fact strengthens the idea of direct sepsis; that is, the 
haemorrhoidal and associated veins are so situated that the poison 
would find more direct entrance into the venous system and then to 
the distant organs of the body, such as the brain, meninges, etc., 
than when a minor operation is performed; for instance on the 
extremities. 

Dr. C. S. Bacon: In my examination of the mortality records 
of Chicago in cases of puerperal infection, I found some astonish- 
ing facts, namely, that the number of deaths attributed to puerperal 
insanity was quite large, in one year amounting to ten deaths. 
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Further consideration of the subject has led me to believe that those 
deaths which were attributed to puerperal insanity were largely of 
septic origin. This has a bearing on the subject under discussion, 
because the tract of infection is the same. 

Dr. Robert Dodds: It seems to me, there is a point involved 
in the subject under discussion that has not been touched, namely, 
the influence of the sphincters. In the repair of the perinaeum the 
vaginal sphincter is involved and that of the uterus in the cervix. In 
view of the numerous reflex symptoms that appear where a sphinc- 
ter is involved it seems to me it would be well to attribute part of the 
mental or whole troubles reported in these cases to this source. 

I have to report one case of acute mania arising from perinaeal 
section. There was, however, infection in the case. 

The President: The remarks of Dr. Ferguson lead me to re- 
view the cases of mania that have come under my observation in 
connection with the puerperium. I find that puerperal mania has 
occurred more frequently in those women in which there were deep 
lacerations of the perinaeum than in the more simple cases. As far 
as my experience goes, I have not seen all severe lacerations fol- 
lowed by mania. However, whenever we have severe lacerations 
involving the two passages we ought to look out for puerperal 
mania. 

Dr. Lyons (closing the discussion) : I can show by the records 
that there was absolutely no sepsis in either one of these cases, for 
such would have been indicated by the thermometer and pulse, par- 
ticularly by the pulse. However, my friend Dr. Ferguson might 
possibly have discovered some that I could not find. The case in 
which a perinseorrhapy was done was very annoying to me, be- 
cause of the mental disturbances; yet, as far as the result of the 
operation was concerned, it could not be better. In fact, I have 
never had better results than in the case I have reported to-night. 
I do not believe that either of the operations, so far as union is con- 
cerned, could have been improved upon. Therefore, I cannot pos- 
sibly see how they could be held responsible for the mania. 

Official Transactions. 

T. J. Watkins, Editor of Society. 



TAr Chicago Gyncecological Society. 297 



LARGE VENTRAL AND UMBILICAL HERNIA IN THE 

ADULT WITH THREE CASES OF RADICAL 

CURE BY AN IMPROVED 

TECHNIQUE.* 

By Albert Goldspohn, M.D., Chicago. 

Our subject excludes from consideration the great majority of 
the aggregate number of umbilical and ventral herniae. We are 
dealing only with those cases that present a distinct difficulty in the 
technique of the operation for radical cure, and that have recurred 
with extreme frequency after such operation. Small- and 
medium-sized herniae of this class in the adult offer no difficulty in 
operation, and no disappointment as to the permanency of results, 
with the best technique heretofore employed. 

We will allude to the small, often unfortunately obscure epigas- 
tric, or so-called fat herniae, merely by calling attention respectfully 
to the admirable treatises of Lucke (i), McCready (2), Oscar 
Witzel (3), Roth (4), Froehlich (5), and K. Bohland (6). The last- 
named author found these herniae in one per cent, of all ambulatory 
(dispensary) patients. And all these authors join in the wholesome 
admonition to all practitioners to examine for these herniae in all 
cases of gastralgia or obstinate stomach disorder. As to the em- 
bryonal and foetal types of congenital umbilical hernia in the new- 
born, and the acquired umbilical hernia in infants, and their treat- 
ment, we refer with satisfaction to the able articles of O. Lindfors 
(7), C. Breus (8), P. Berger (9), and Cahier (10). 

An old question which has been asserted, denied and reaffirmed, 
each by a number of good authorities, is that many of the umbilical 
herniae, when closely examined, are found to be not truly umbilical, 
but para-umbilical; that they come through apertures in the linea 
alba in close proximity to the navel, most frequently above and at its 
sides. When this is so, it is in all probabiHty brought about by the 
interposition of the umbilical fascia. This structure was mentioned 
first by Vidal de Cassi (11), in 1848, who divided umbilical hernia 

•Thesis for the Chicago Gynaecological Society, May 21, 1897. 
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into direct and indirect. It was more extensively traced and de- 
scribed by Richet (12) in 1856. It was noticed by Robin (13), who 
regarded it as exceptional in the publication of his investigations of 
the retraction of the umbilical vessels in 1858. It was again exten- 
sively investigated by H. Sachs (14), of Dorpat, in 1887, who de- 
scribes it as follows: "The umbilical fascia may be regarded as a 
more markedly-developed portion of the transversalis fascia, which 
increases the resisting capacity of the peritonaeum to a variable ex- 
tent at the umbilical region. It constitutes a fibrous lamella, whose 
fibers run transversely and are intimately united to the inner blades 
of the sheaths of the r^cti muscles to the right and left. It bridges 
over the linea alba and all structures that lie in contact with it. Its 
upper and lower borders vary greatly in* their extent and conforma- 
tion, being sometimes distinctly concave." It is strongest where it 
passes directly across the umbilical ring, without dipping into it; 
and the peritonaeum is firmly adherent to it. It was found present 
in the bodies of two-thirds of all children up to ten days old that 
were examined, and it becomes more distinct after the first month, 
although changes occur with the retraction of the umbilical vessels. 
As to the frequency of occurrence of umbilical hernia, the statis- 
ticians have not been so active as in many things. But Bryant (14) 
and M. S. Marcy (15) say they constitute five per cent, of all hernise 
and are next in frequency to those of the groin. But the larger 
ones to which we address ourselves fortunately will compose only a 
smaller portion of this percentage. These occur with great rela- 
tive uniformity in females of small or medium stature, who are cor- 
pulent from an excessive amount of adipose tissue and have borne 
children. This i§ so much so that we can recognize in these fea- 
tures (i) the predisposing and (2) the principal exciting cause of 
these lesions. Their abdominal walls, and often their abdominal 
contents, are so encumbered with fat that the abdominal muscles 
atrophy rather than grow in proportion to the weight of the body 
and the degree of intra-abdominal tension. The predisposing cause 
is therefore evident. But females of this construction who are nulli- 
parae have these herniae no more frequently than males of a similar 
build. Therefore childbirth must be the principal exciting cause, 
which is commonly admitted. But ascites and any other condition 
or action that implies habitual intra-abdominal pressure, either con- 
tinuously or interruptedly exercised, or a sudden strain of the ab- 
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dominal walls, especially when the trunk is thrown backward, may 
be an exciting cause of umbilical hernia. 

It is not of much practical importance whether the initial 
changes in the arrangement of tissues, in the incipiency of paraum- 
bilical and ventral hernia, occur through the outward progress of 
subserous lipomata, that insinuate themselves into crevices in the 
abdominal walls and draw the peritonaeum after them, according to 
Roser; or whether, as others think, the exits for these herniae occur 
in the channels where vessels pass through, whose bed has been 
widened by a deposit of fat, which has either given way to intra- 
abdominal pressure, by reason of its lesser resistance, or has been 
absorbed under conditions that cause emaciation, and has left open- 
ings into which the omentum may be forced from within. Both of 
these processes probably occur. 

Wide diastasis of the abdominal recti muscles, in a generally re- j 

laxed and pendulous abdominal wall — sometimes associated with 
some degree bf Glenard's disease — is not a rare result of frequent 
or rapidly repeatedMabors. But aside from this, the large ventral 
herniae are quite uniformly the result of some trauma, or incision in 
the abdominal wall, that has left its individual layers imperfectly or 
not at all restored to their individual continuity. It is a blot on the 
otherwise fair records of gynaecologists chiefly, and therefore it be- , 

hooves them, especially, to be active in erasing it. I 

The occurrence of ventral herniae after median abdominal sec- 
tion, as stated by various observers, varies from five to thirty per 
cent., the higher rates being obtained by those who base their 
figures upon actual examination of each and every available case, 
made by themselves or other competent physicians. Dr. John Ro- 
mans (16), in 1887, from a review of 242 available cases, out of a 
total number of 384 abdominal sections, obtained fourteen per cent. 
Christopher Martin (L. Tait), according to J. D. Maury (17), claims | 

to have had only five per cent. Edebohls (18), in 1891, had 4 her- 
niae in 54 cases, or 7.4 per cent. In 1895, Winter, with the as- 
sistance of Semmler (a student), produced the best contribution on 
this subject by making a personal examination of 393 cases, and 
securing an examination of 129 additional cases by competent physi- 
cians, making together 522 as available, out of 1,000 abdominal 
sections performed by G. R. Ohlhausen and himself from 1889 to | 

1894. i 
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The astonishing results were that hernia followed in 30 per cent, 
of the sections made in 1889, in 29 per cent, of those made in 1890, 
and in 23 per cent, of those made in 1891. But, when during the 
subsequent two and one-half years, separate and accurate union of 
each principal layer of tissue, more particularly of the opened 
aponeurosis anterior to the rectus abdomenis muscle was secured, 
the herniae followed in only 8 per cent, of the cases. 

As to herniae following incisions in lateral portions of the abdo- 
men, we learn, according to Carstens (20), that one firm alone, in 
1893, made six dozen trusses to order especially for herniae follow- 
ing the operation for appendicitis. And as to hernia following colo- 
tomy, Kuehne (21) reports, from Kuester*s experience seventeen 
cases closed by en masse sutures, with herniae following in nine 
cases, or 53 per cent. ; while in twenty-seven cases of closure by ap- 
position of individual layers, it occurred in only three cases, or 11 
per cent. 

The features about the closure of an abdominal incision and its 
after-treatment, that conduce to the subsequent formation of a ven- 
tral hernia, we would state as follows : 

1. A portion of cyst or abscess wall or of a pedicle, sewed into 
any portion of the incision. These objects hinder the union of in- 
dividual layers in the wound ; they atrophy and retract, and leave a 
considerable aperture, which becomes closed only by skin united 
to a thin web of cicatricial new formation beneath it. 

2. Voluminous capillary drains, especially when placed for sep- 
tic conditions, when it cannot be removed in time to secure pri- 
mary union, and a suppurating sinus ensues. 

3. Closure of the incision by en masse sutures alone, when they 
catch the previously ununited margins of peritonaeum, and draw 
them up so that they may become interposed between the inner 
edges of one or both recti muscles, and especially when separate 
and accurate apposition of the cut edges of the aponeurosis anterior 
to the rectus muscle — the principal bearing structure in this part of 
the abdominal wall — is neglected. 

4. Suppuration in the wound, induced — ^when the operator and 
his materials are aseptic — ^by (a) the transit of septic elements re- 
moved from within; (b) by insufficient cleansing of the skin before 
operation ; (c) by loose or contused tissue particles left in the wound : 
(d) by excessively heavy catgut or tendon, and its knots in the 
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buried tiers of the wound; (e) by excessive tension of the sutures; 
(0 by secondary infection from without through capillary attrac- 
tion, as in silk sutures, and (g) by extravasations of blood between 
the layers, which occurs when suturing in tiers alone is relied upon, 
without any interrupted mass or tension sutures that should be 
placed at intervals of two to three centimeters, should embrace not 
over one-third inch of the skin edges, but much more of the recti 
muscles and their sheaths, and should pass through the peritonaeal 
raphe, so that they will hold all the layers together. 

5. Large abdominal drainage tubes, especially when left in situ 
longer than forty-eight hours. 

6. Sutures of non-absorbable material having high capillary at- 
traction, which therefore require removal earlier than the tenth or 
fourteenth day, which, as a rule, should not be done. 

7. Insufficient suturing, intestinal distension, and all strains, as 
at defaecation or from an outcry, from persistent vomiting or cough- 
ing, or from interrupting the recumbent posture earlier than three 
weeks after operation. 

8. Long and low incisions, particularly if the tendinous attach- 
ments of the recti muscles to the symphysis pubis are incised or 
mutilated. 

9. Direct contact of intestines with the inner surface of the 
wound without the normal interposition of the omentum, which 
should never be neglected, when possible, before closing the wound. 

Large umbilical and ventral hernise are usually not reducible, 
and our observations agree with those of others, that the larger size 
of the eventration has rather rapidly developed since the time when 
the organs in it were no longer readily or spontaneously reducible, 
on account of adhesions to the sac, or vascular union with subcu- 
taneous tissues. These develop quickly, particularly in ventral 
herniae, where the peritonaeum, being firmly united to the edges of 
the opening, is not so distensible, but ruptures early, and leaves 
the viscera to roam under a thin cicatricial web united to the dis- 
tended skin, and forms a conoid projection. In the umbilical 
herniae, likewise, the distended peritonaeum forms trabeculae between 
pouches of the sac in which the hernial contents are lodged and ad- 
herent, while they dissect up the adipose layer in an extensive area 
around the hernial opening frequently, and assume the contour of a 
conical mushroom. This mass rests upon a tense aponeurosis, the 
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linea alba, which has become from ten to fifteen or more centimeters 
wide, and is making a desperate effort to prevent still further sepa- 
ration of the recti abdominis muscles. Near the center of this web 
is the hernial ring, that usually has hard, sharp and calloused bor- 
ders, and a transverse diameter of from six to ten centimeters. In 
case of a large umbilical hernia, the omentum, the transverse colon 
and the small intestine are the most frequent contents in the order 
named, and associated together or singly. But exceptionally, the 
acsending colon also, and vermiform appendix and part of the stom- 
ach, have also been found in it. (Schuchart.) In ventral hernia, the 
omentum and small intestine are the most usual contents. 

These delicate and sensitive peritonseal structures, being hooked 
over the edges of the hernial ring, suffer impairment of their func- 
tions from flexure and compression, and make morbid traction upon 
their supports, which are inhabited by the solar plexus and its emis- 
saries. In case of large umbilical protrusions, we concur with the 
view of K. Roser (22), (Hanau), that the omentum adherent in the 
sac makes traction upon the transverse colon. This in turn makes 
the mesocolon tense beneath the stomach like another diaphragm. 
The lesser peritonaeal cavity and the stomach are thus crowded upon 
from below, while the transverse colon in turn is constricted, partly 
by traction on the omentum and partly by pressure against the 
stomach above. This play of vicious forces in these vital organs 
accounts, in a measure, for the pain and traction in the epigastrium, 
loss of appetite, dyspepsia, flatulence, constipation, melancholia and 
general debility that most of these patients suffer from, and it gives 
emphasis to the declaration of Championniere (23) that this lesion 
induces premature senility, albuminuria and diabetes. This author 
records a larger experience than any other. He has operated on 
eighteen of these cases, comprising many of the largest. He in- 
sists that all umbilical and ventral herniae should be operated radi- 
cally as early as possible ; that when they grow to such huge propor- 
tions, they rapidly reduce the general patency of the entire 
abdominal walls so that operation without recurrence is no longer 
possible. Furthermore, Bryant declares that strangulation is rela- 
tively more frequent in umbilical than in all other herniae — it con- 
stituting six per cent, of all cases of strangulation, and no small 
number of cases have ruptured spontaneously before this highly 
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fatal complication had appeared; three of such cases being observed 
by Edebohls (24). 

But, notwithstanding, these marked disabilities and dangers 
which are depicted by Keatly (25), and emphasized by Saenger (26), 
surgical relief or cure has, until about ten years ago, been quite gen- 
erally deferred until strangulation occurred. In 1890, Saenger's as- 
sistant. Dr. Lehmann, could not find more than twenty-seven cases 
of non-strangulated umbilical hernia operated upon during eleven 
years ending at that time, by seventeen operators, and with one 
death. 

Strangulation in umbilical and ventral hernia, as in all others,, 
has in all periods of surgical history, been the signal for operative 
interference. As exceptions to this rule are recorded Huguier (27> 
in 1861 ; also Verneuil (28) and Dr. Hodgen (29) in 1879. These 
authors favored leaving these disastrous strangulations to nature, 
because the fatality after operation was so high. As far as the rec- 
ords show, the old practice of waiting with surgical aid until strang- 
ulation and death are in sight, was departed from first by Burkhardt, 
of Stuttgart, in 1883, who operated for a large non-strangulated but 
irreducible umbilical hernia, which contained parts of the ascending 
and transverse colon with the appendix vermiformis, and a portion 
of the stomach and small intestine. He sewed the ring with five buried 
wire sutures, and the outer wall with silk, and obtained a recovery. 
But it seems this forward step was not adopted until 1886, when 
Maydl (28) took the same and another very fruitful step forward. 

The rate of mortality after operation for ftrangulated umbilical 
hernia is still high. In pre-antiseptic times it was extremely so. In 
a collection of cases made by Uhde (29) in 1869, 57 cases out of 122 
died — or 47 per cent. But in 1884, Hofmokl (30) collected 34 
cases (four men and thirty women) of which 5 only died — or 15 per 
cent. In 1889, Kaarsberg (31) obtained a mortality of 29 per cent, 
in a collection of 59 strangulated cases, while 9 non-strangulated 
cases all recovered. And in 1890 O. Vulpius (32) states the rate of 
mortality in strangulated cases as 18 3-10 per cent., while of non- 
strangulated cases he had a collection of 76 cases (six of Czerny's) 
all of which recovered. 

It is therefore demonstrated that radical operation for these 
herniae, when not strangulated, and when undertaken before their 
otherwise rapid infringements of the general health and spirits of the 
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patient have occurred, is attended with little danger as compared 
with other abdominal sections, if it is done with the same care and 
skill. It was not for this reason that otherwise bold and successful 
operators so long waited until strangulation or marasmus threat- 
ened; but (1) because of the manifest difficulty in the technic of clos- 
ing the wound in these cases of wide diastases of the abdominal 
recti, and (2) because of the painful experience of seeing very fre- 
quent and early recurrences of the herniae after the operation. 

Dr. Lehmann (Saenger) noted seven recurrences in twenty- 
seven cases operated upon. 

Thos. H. Manley (33) in a case with a wide opening closed it 
with tier sutures. But during the after-treatment the central part of 
the wound opened and 8 inches of small intestine was extruded and 
occluded. As late as 1895, Langsdorf (34) had to resort to ad- 
hesion straps to assist in closing the wound. These he continued 
for six months, and two months later the rupture recurred while 
wearing a bandage. Pernice (35) could close the wound only by 
deep en masse sutures. Championniere declares that recurrences 
will come. And Gill Wylie (36) had eight operations for ventral 
hernia to do, on six patients, in one year. Such were some of the 
discouraging features about this operation even in recent years, 
when two important improvements in the technic w^ere known 
and practiced; viz., (i) opening the sheaths of the recti and sewing 
in tiers, and (2) omphalectomy. 

The former of these devices was formally introduced to the pro- 
fession by Maydl in 1886, who opened the median edges of the 
sheaths of the recti muscles, and closed the wound in four tiers of 
sutures. With this suggestion and from that time forward the 
operation was more generally adopted. This technic with minor 
modifications was adopted by Saenger. W. G. Wylie, H. Meek (37), 
Edebohls, Boldt (38), Baldy (39), Le Dentu (40), Kramer (41), Os- 
termeyer (42), Lucas Championniere and others. The last-named 
author lays stress upon removing as much omentum as possible. He 
removed 573 grams of this in one case. He had no death in eigh- 
teen cases. 

Omphalectomy, the second improvement in the technic, that is 
often serv'iceable, was instituted by Storer (43) in 1866, and per- 
formed by Keen (44) in 1886, also by Sonnenburg (45) and Taylor. 

What is erringly alluded to as the method of Condamin consists 
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in making an ellipsoid incision in the skin and deeper structures, en- 
tering the peritonaeum at a point in the periphery of the hernial ring, 
disengaging the contents from that point of approach, and remov- 
ing the sac entire with the skin in one mass. This was done in 189 1 
by John D. Maury (46). Next it was published by GouUioud (47), 
then by Condamin (48), and subsequently by Bruns (49), Brackel 
(50), Bordier (51), Van Noorden (52), Boughman (53), and others. 
Two other plastic efforts have been devised, with the idea of ob- 
literating the lihea alba, and fixing the bodies of the recti muscles 
in the median line to prevent recurrence of the herniae. 

The first is that of Gersunny (54), who proceeded as follows: 
Closure of peritonaeum and of the denuded hernial ring, either 
separately or together; then to open the median edge of each rec- 
tus sheath and to dissect out each rectus muscle from its sheath 
and from the adjoining inscriptiones tendineae with great care, and 
with the ligation of a number of arteries. Then union of these two 
bare muscles in the median line to make one muscle in the center. 
The empty sheaths of the muscles and particularly their inscriptiones 
tendineae are to be seized in the sutures to reinforce the muscles. 

The other one of these artful efforts was proposed by Dauriac 
(55) in 1894 and by Wolkowicz (56) in 1896, and consists in mak- 
ing a cross section of the exposed inner half of each rectus muscle 
at the hernial aperture, then crossing these segments and uniting 
them endwise with sutures, so that the upper segment of one side 
becomes united to the lower segment of the opposite side and vice 
versa, so that the median halves of the muscles cross each other in 
front of the former hernial opening. Next the sheaths of the 
muscles are to be approximated as well as possible. But these 
practices .mean altogether too much mutilation of these essential 
bearing structures, that have been thrown partly out of function 
and enfeebled by their outward recession away from the median 
line, which will be clear to any one who sees or performs the oper- 
ation in a few of these cases with wide diastasis of the abdominal 
recti muscles. Any tinkering with these muscles minus their 
sheaths, or cross section of any part of their fibers, is a mistake, 
(i) Their arterial supply must nowhere be diminished. (2) They 
must never be taken out of their sheaths. But these must go with 
them back to the median line, and be retained there for several 
weeks by tension sutures that do not cut the muscular fibers across 
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by pressure atrophy, which the continued high tension would not 
escape. To restore these muscles entire with their sheaths, en 
masse, to their normal median approximation, when they have been 
separated lo to 15 cm., and not impede the circulation in their me- 
dian borders or the edges of the wound, by transferring the un- 
avoidable tension from the anterior median line of the abdomen to 
its lateral portions, is the object that I have attempted to achieve 
with a kind of tension suture that is not new in the surgery of other 
parts of the body. A considerable portion, from one-fourth to one- 
third, of the aggregate bulk of omentum and intestines has lost its 
citizenship within the abdomen (Hofia 59), being carried outside of 
the abdominal wall proper under the skin and subcutaneous struc- 
tures. The muscular walls — ^particularly in the .domain of the in- 
ternal and external obliquae — have retracted. The problem is to 
overcome this retraction, and to compel the general abdominal 
parietes to harbor an additional amount of viscera. Gill Wylie, 
Boldt and Marion Sims (57) have used wire tension sutures for this 
purpose, that were placed like ordinary interrupted sutures, only a 
little deeper from the edge of the wound. But it is evident that j 

these do not remove the tension from the domain of the recti 
muscles and their sheaths, and do not transfer it wholly to the lateral 
portions of the abdomen. And they will weaken the muscles by 
cutting their fibers across by pressure atrophy under the extreme j 

and long-continued tension. The silver canulae on the ends of ap- i 

position sutures of wire, the method of Emmet, adopted by A. P. 
Dudley (58), accomplishes nothing of the object here aimed at. j 

This transferring of the tension I have succeeded in accomplish- j 

ing fairly well in three cases by double wire sutures, from 20 to 30 
cm. in length, which are placed transversely about 6 cm. apart, an- 
terior to the posterior blade of the sheath of each rectus after it has 
been opened, and are made to extend outward on each side through 
the lateral margins of these sheaths and through the fat and skin. 
As the first act in closing one of these wide gaping wounds, from 
three to five of these tension sutures are passed in the following 
manner: While one or two fingers of the one hand are introduced 
into the abdominal cavity, and are held against the adjacent pari- ' 

etal peritonaeum, a long, straight, blunt-pointed pedicle needle, hav- i 

ing an eye that opens toward the side, is passed from one of the 
wound margins outward laterally between the rectus muscle and 
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the posterior blade of its sheath, from which it emerges at the linea 
semilunaris and continues outward through the fat and skin. The 
doubled wire is then hooked at its closed end into the eye of the long 
needle, and is drawn by it into the wound. The handle of the 
needle is then turned in the opposite direction, and its point carry- 
ing the wire is shoved through on the opposite side of the wound, 
between and through the same structures as on the side of begin- 
ning, the finger of the other hand here also standing on guard 
within the abdomen, as shown in Plate I., that the posterior blade 
of the rectus sheath, the transversalis fascia and peritonaeum, at 
least, will remain unimpaired, to shield the abdominal viscera from 
contact with the wires. When the wire has been passed it is un- 
hooked from the needle and its ends are twisted on each side over 
a button of iodoform gauze or of lead with gentle tension, after the 
needle has been withdrawn. When the required number of these 
tension sutures have been placed, they are all tightened over their 
buttons enough to bring the wound surfaces near each other, but 
not to come in contact, so that the peritonaeum and posterior blade 
of rectus sheath can be readily sutured by a continuous catgut liga- 
ture, either alone or together, behind the wires. 

The peritonaeal cavity is now closed and the wound may be ir- 
rigated if desired, and then the anterior rectus fascia is united in 
front of the wires by a substantial catgut thread, that is prepared to 
hold at least two weeks. As shown in Figure II., this is made to 
grasp this firm fascia and part of the muscle beneath it. When this 
tier of sutures is completed, usually the final degree of tension is 
placed upon the wires, so that the catgut sutures which have been 
introduced are relieved of nearly all tension, and the buttons on the 
wires sink well into the skin. The skin and subcutaneous fat may 
then be sutured by interrupted silkworm gut sutures, with or with- 
out a drain beneath, resting upon the second tier of catgut sutures. 
But it is more advisable to have the skin open to granulate, when 
the layer of fat is very thick, as it is in most of these patients, or 
where it has been necessary to dissect up this fat layer laterally for 
some distance off from the widened membranous expansion of the 
linea alba, in order to make the receded recti and their sheaths ac- 
cessible for suturing. Such flaps of fat covered only by skin are 
prone to become necrotic and invite suppuration. Sutures may be 
passed and tied temporarily over a gauze packing and drawn up. 
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when this is removed, in three to five days. Complete omphalec- 
tomy, with the removal of all aponeurotic structures between the 
inner margins of the recti, in such a manner as to expose these 
muscles by the omphalectomy incision, as demanded by Condanin, 
is an advisable procedure only in small or medium-sized umbilical 
and ventral herniae. In those of large size, now treated of, there is 
a general scarcity of useful tissues. Fat only abounds. It is not 
advisable to remove anything except skin, adipose tissue and minor 
triangular pieces from the upper and lower portions of the hernial 
ring, so as to make it perpendicularly elliptical, if necessary. The 
remainder of the web that spans across the wide gap between the 
muscles should be denuded at its edges and abraded on its outer sur- 
faces, which should then be sutured against each other and turned 
inward by successive tiers of continuous catgut sutures, as Maydl 
did in 1886, until the inner margins of the recti are brought into 
apposition with the assistance of the tension w^res. Then the 
sheaths of the recti must merely be opened and the edges of their 
posterior blades united by a second tier of catgut sutures behind 
the tension wires, while the edges of the stronger anterior blades 
are united in front of these wires, by sutures that grasp also a part 
of the muscle beneath, as before stated. The ellipsoid incision in 
the skin and entrance to the peritonseal cavity in the periphery of 
the hernial ring is advantageous, because it facilitates the examina- 
tion and detachment of the hernial contents and emptying of the 
sac. But in cases of strangulation, the sac should be opened first, 
in order to wash away all hernial fluid, which, according to Bren- 
tano (Dnitschc Zeitscliriff fiir Chirurgicy Bd. 43, p. 288) is never 
aseptic after thirty-six hours of strangulation and not often after 
twenty-four hours. 

My cases were as follows: 

Case L Mrs. W., aged forty-eight years, 5 feet 3 inches high; 
weight about 200 pounds. Patient generally healthy and active. 
Married thirty-one years. Had one child twenty-two years ago. 
During much habitual lifting ten years ago, first noticed an umbili- 
cal protrusion, for which she did nothing, but in recent years has 
worn a cloth bandage, when it gave her discomfort. During the 
past year it has become rapidly larger, more painful, and would no 
longer disappear during recumbent posture. Complains of capri- 
cious appetite, dyspepsia, constipation, flatulence, with colic attacks. 
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Internal organs in general healthy. Is uncomfortable from obesity. 
In erect posture the median vertical outline, of the abdomen is that 
of a low cone with a pendulous blunt apex at the navel pointing for- 
ward. There is no fluctuation nor distinct tympany in the protru- 
sion, which measures 55 cm. in circumference upon the adipose 
layer at its base. Evident hernial contents can be palpated and 
moved from side to side, but not reduced. Operation October 9, 
1891, after four days of preparatory treatment to clean the skin and 
empty the intestinal canal. The protrusion was circumscribed by 
two concave incisions, meeting each other at acute angles above 
and below, which were 29 cm. apart. The peritonaeum was first en- 
tered on the left side, near the edge of the hernial opening. The 
viscera passing into the latter were examined with a finger, the sac 
then opened from this insicion and dissected off from its contents, 
which were chiefly omentum, a loop of transverse colon and some 
small intestine, and lay spread out like a conical cake over and 
around the opening or ring. The latter measured 9 cm. transversely 
and had a thin, hard and smooth edge. After removal of a handful 
of omentum, the sac was cut away by the incision with scissors that 
freshened the sides of the ring, and took out triangular pieces from 
above and below, to facilitate approximation. The adipose layer 
on the sides was next raised sufficiently to expose the inner edge of 
the sheaths of the recti muscles, and these were simply laid open. 
Then, with one or more fingers continually inside of the abdomen to 
guide the needle, five long double wire tension sutures were placed 
exactly posterior to the muscles, so as to leave their posterior 
aponeuroses, the transversalis fascia and the peritonaeum to guard 
the viscera from contact with the wires. The latter were then 
tightened over gauze buttons at the ends on each side until the 
wound edges were only about 3 cm. apart; then the layers posterior 
to the wires were closed by a row of interrupted fine silk sutures, 
and the wound then washed out. Finally, silk sutures were passed 
through the skin and fat i cm. from the edge and down through a 
thicker portion of each rectus and its anterior aponeurosis, at inter- 
vals of 2 cm. These interrupted sutures were tied, after the tension 
wires had received their final shortening, so as to bring the wound 
edges almost in contact with each other. A short gauze drain at 
the upper and low-er angle of the wound, coaptation sutures, and a 
voluminous dressing completed the operation. An afebrile course and 
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primary union followed, but after two weeks the gauze buttons of 
the lowest tension wire became infected and cut into the skin and 
fat badly, and the tract of this wire suppurated, so that this wire had 
to be removed on the seventeenth day. The other four double ten- 
sion wires remained in place four weeks. The patient was rather 
refractory, and neglected to wear any support for the first six 
months. After that time she did. I examined her recently. There 
is no protrusion anywhere in the line of the former incision, but a 
weak spot, the size of a hickory nut, at the place where the left lower 
(infected) gauze button cut into the tissues. But the abdominal 
walls, in general, appear overtaxed and relaxed. She feels better 
with an elastic support, which she wears regularly. 

Case IL Mrs. K., aged thirty-five years; size, 5 feet 10 inches; 
weight, about 160 pounds; of rugged frame and muscles well devel- 
oped. Married ten years; had one child eight years ago. No sick- 
ness aside from two attacks of extrauterine pregnancy, three and 
two years ago, respectively. The first of these she recovered from 
with no other assistance than a strictly-enforced recumbency of 
seven weeks. The second attack gave rise to extreme internal 
haemorrhage in one seizure while in bed at night. Patient was ex- 
tremely exsanguinated and nearly pulseless next morning. A* 
necessarily hurried and successful abdominal section followed in her 
humble cottage, during which the operator, whom I assisted, made 
a cross section of a part of the right rectus abdominal muscle to 
facilitate his work. The severed portion of this muscle was united 
again by two silk sutures, and the main incision closed well by en 
masse sutures of silk. A glass drainage tube was removed in 
twenty-four hours. After an infusion of artificial serum into a vein, 
an ideally normal recovery ensued, with primary union throughout. 
But in one year afterward the cicatrix of the lower half of the wound 
had expanded, and to the right of the median line a protrusion had 
formed, in shape and size like half a hen's ^g%;. Abdominal 
supporter was ordered. But now, twelve months later, it measures 
38 cm. around its base, 25 cm. over its vertex, when in erect pos- 
ture. When lying down it mostly recedes, and a part of the project- 
ing skin pouch is drawn slightly into a large hernia opening be- 
neath. But the contents are not wholly reducible. Patient com- 
plains of constant local pain when not recumbent, and of constipa- 
tion and variable flatulencv. 



The Chicago Gyncccological Society, 313 

April 8, 1893. Radical operation in hospital. The various 
steps and general technic was the same as in the former case, except 
that only four tension wires were used, and the upper and lower ones 
were placed diagonally and made to cross each other near the center, 
because of a defect in the right rectus muscle. The ring was nearly 
circular and measured 7 cm. in diameter. The contents were mostly 
small intestine with some omentum, all of which was reduced after 
dissecting them off from the sac. No drainage. Recovery very 
smooth and complete primary union. Three tension wires were re- 
moved after four weeks, when she had gone home. Examination 
recently (after four years nearly) reveals no protrusion nor decided 
membranous spots anywhere, although some places are less resis- 
tant than others. Has not worn any bandage or supporter for 
about one and a half years. She complains of some uncomfortable 
sensations, sometimes a pain, locally, that are probably due to 
visceral adhesions, but does all her housework and washing. 

Case III. Mrs. K., aged Ififty-six years; one child, seventeen 
years old; height, 5 feet 4 inches; weight, 200 pounds. Generally 
healthy, but moves with difficulty. Has varicose ulcer of leg about 
eight years and suffers from general obesity. Three years ago we 
did a posterior kolporrhaphy and perinaeorrhaphy upon her, for lacer- 
ation with prolapsus uteri of second degree. No recurrence of this. 
About ten years ago, during severe and protracted coughing, she 
felt pain and a protrusion the size of a hazelnut at the navel. This 
she says, has remained so until one year ago. But during this time 
it has grown very rapidly, but caused her pain, she says, only while 
stooping. Constipation and slight colic attacks have abounded, and 
during the last two months a dark spot on the vertex of the protru- 
sion has appeared, and is covered partly with small shiny scales or 
scabs. This induced her to ask for aid. While lying on her back, 
we find a large, rather flat and lobulated mass protruding at the 
umbilicus. It does not fluctuate, presents indistinct resonance, can 
be shoved from side to side without much pain, but cannot be re- 
duced into the hernial opening that is barely palpable. Its wide base 
measures 49 cm. in circumference, while over its vertex it meas- 
ures only 23 cm. Its borders are covered over by the very thick 
layer of surrounding adipose tissue. 

Operation January 18, 1897. The incisions and entrance into 
the abdominal cavity were made and three tension wires placed in 
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the same manner as in the previous cases. The contents were com- 
posed of 49 cm. of small intestine solely, that was distributed in a 
number of pouches in the hernial sac. It and its mesentery were 
adherent in most of these, and to some of the septa so firmly that it 
was necessary to peel off the inner layers of the sac in order to dis- 
engage them. 

After placing the first tension upon the wires and approximating 
the edges of the wound, the aponeurotic structures posterior to the 
wires were united by a fine continuous catgut suture. Next the 
wound was irrigated with Tavel's solution. Then the opened 
aponeuroses anterior to the recti were united in front of the wires by 
a continuous suture of heavy catgut, that embraced a part of the 
muscular fibers beneath also. The final tension was now placed 
upon the wires. The flaps of fat under the skin, which had to be 
raised for several centimeters on both sides in order to make the 
inner edges of the recti sheaths accessible, were united over a gauze 
drain with silkworm gut interrupted sutures. This last suturing 
had better not have been done so snugly, for it led to superficial sup- 
puration in the wound after fourteen days, by fat necrosis in the 
bared flaps that were from 5 to 6 cm. thick. In the presence of this 
discharge the gauze buttons cut into the tissues more rapidly, so 
that the tension wires had .to be removed on the twentieth day. But 
the deeper essential bearing structures of the wound healed by first 
intention, as could be clearly seen from the superficial wound, which 
was opened to heal by granulation and has prolonged the after- 
treatment, though it is now nearly closed. 

This patient never had a rise of temperature above 101° on 
second day, nor acceleration of pulse over no. For final results, 
this case is not available until several years have elapsed. 

CONCLUSIONS. 

I. Ventral herniae being chiefly a sequel of some form of abdomi- 
nal section, are largely preventable: (a) by the avoidance of those 
conditions which lead to suppuration, either primarily by infection, 
or secondarily from the presence of necrotic tissues, or by impairing 
the normal circulation; (b) by as complete and accurate a restoration 
of the individual continuity of all the strata, that were severed by 
the incision, as is possible; (c) by avoiding the intervention of for- 
eign bodies — as capillary or tubular drains — or of pedicles, etc., be- 
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tween the surfaces of the wound for a longer time than forty-eight 
hours, when possible. 

2. All umbilical and ventral herniae, in persons whose health 
otherwise does not positively forbid the taking of the required sur- 
gical risk, should be radically cured early, by operation, before they 
impair the general patency of the abdominal walls by their larger 
proportions. This indication becomes imperative when their con- 
tents are no longer spontaneously or otherwise readily reducible. 

3. The principal features- in operating for the radical cure of 
large umbilical and ventral herniae are: (a) restoration of the recti 
abdominis muscles, with their sheaths unitedly and entire, to their 
normal approximation, and retention of them there for at least two 
weeks by long tension sutures — ^preferably of wire — that pass be- 
yond their lateral confines, transfer all tension to parts that lie lat- 
erally from the lineae semilunares, and are so placed that they do not 
cut any muscular or aponeurotic fibers, nor endanger abdominal 
viscera; (b) all mutilating plastic procedures that cut oflf or interfere 
with the normal circulation, or endanger the continuity or normal 
contiguity of muscular and aponeurotic structures should be 
avoided. 
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